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Academic Section Adult Mental Health Essay
Compare and Contrast Cosnitive-Behaviourat and Psychoanaivtic Concepts o f 
Depression in Adults, and the Evidence Undertvins Each o f These Models,
Introduction
Clinical Depression is one of the most common psychological disorders for which there 
have been many conceptualisations over the years. Following the history of 
development of clinical psychology over the last century, theories have arisen 
stemming from the particular paradigm of the time. The psychoanalytic paradigm and 
the cognitive-behavioural paradigm represent the earliest and most recent paradigms in 
clinical psychology, and display huge differences in their conceptualisations of 
depression. However the apparent polarity between the two is often misjudged, and 
closer inspection reveals some similarities. I will begin with a brief description of 
depression, psychoanalytic theory and cognitive and behavioural theories. I will then 
consider a comparison of the two approaches focusing on therapeutic issues and efforts 
to accumulate empirical evidence to support the various theories of depression.
Defining Depression
‘Depression’ is a term frequently used to describe a general lowering of mood - feelings 
of being ‘sad’ or ‘fed up’. Many of us have had this experience at some time in our 
lives and it is relatively short lived. However some individuals suffer from a longer 
term form of depression, characterised by feelings of hopelessness, lack of self-esteem 
and, in some cases, physical symptoms. These individuals may be suffering from a 
‘clinical depression’ and this is what we are concerned with here. The Diagnostic and 
Statistical Manual - Fourth Edition (DSM-IV) (American Psychiatric Association,
1994) states that to be diagnosed with a major depressive episode an individual must 
have had 5 or more of the following in the past two weeks; depressed mood nearly all 
of the time, loss of interest or pleasure in previously pleasurable activities, significant 
weight loss, sleeping disturbances, restlessness or lethargy, fatigue, feelings of
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worthlessness or guilt, poor concentration and recurrent thoughts of death, suicide or 
self-harm. The individual must have one of the first two symptoms.
There are other forms of depression, based on variations of these symptoms, such as 
bipolar disorder or manic depression. For the sake of simplicity, the major depressive 
episode is the main one discussed here.
The prevalence of depression has been quoted as 12% (Beck, Rush, Shaw & Emeiy, 
1979), 14.5% (Roth & Fonagy, 1996). It would appear that depression is a fairly 
common problem relative to other, more severe disorders such as schizophrenia. Most 
episodes are discrete, although a proportion of these will be recurrent throughout an 
individual's life.
Interventions
Currently, the primary intervention for treating depression is medication (Williams, 
1997) The drugs prescribed are designed to increase the activity of a neurotransmitter 
called serotonin in the brain, which is thought to be lacking, or under-active in people 
with depression. However, increasingly, psychological interventions are being used to 
combat depression either in the place of medication, or as an adjunct to 
pharmacological treatment (Beck, 1979; Clark & Fairbum, 1997). Reasons for this 
vary. Firstly, some individuals prefer to cope with their condition without chemicals, 
and secondly, a proportion of the depressed population experience dangerous or 
unpleasant side effects to antidepressant medication. Finally, there is a growing body 
of evidence to suggest that psychological interventions are just as effective as 
medication, and may be more effective in prevention of relapse (Beck et al, 1979; 
Elkin, 1994 - cited in Roth & Fonagy, 1996; Williams, 1997) Studies of this kind are 
important in firstly justifying the use of psychological treatments, and secondly 
comparing the effectiveness of different forms of psychological intervention.
The different types of intervention are based on the different theories and approaches 
that have emerged throughout the history of psychiatry. These fall into three main 
schools of thought: the psychoanalysts, behaviourists and cognitivists. More recently
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theories and practices have developed to incorporate cognitivism and behaviourism, 
and a new school is emerging, known as cognitive-behaviourism (CB). Before 
embarking on a comparison of the psychoanalytic concepts and the cognitive- 
behavioural concepts of depression, I will discuss the background to the theories.
General Themes in Psychoanalysis
Psychoanalysis is generally considered to have developed early in the 20* Century by 
Freud (Bateman & Holmes, 1995; Frosh, 1997; Rycroft, 1991;). The basic themes and 
ideas pervade contemporary psychoanalysis, although various schools have split off 
from the traditional Freudian view of the psyche, a fact attributed by Rycrofr (1991) to 
Freud’s apparent contradictions in his theorizing. For example, on the one hand 
emphasizing the internal models of drive and pleasure seeking, and on the other man 
as a social animal seeking attachments to others. This has led to the emergence of 
ego-psychology and object-relations respectively (Rycrofr, 1991).
It would be difficult to present a unifying description of psychoanalytic principles 
linking all psychoanalytic schools of thought. Therefore, for the sake of simplicity, I 
will confine this explanation of the basic themes of psychoanalysis mainly to the work 
of Freud.
Models o f the Mind
Freudian theory may be seen as progressing through 3 stages in conceptualising the 
organization of the mind (Bateman & Holmes, 1991).
Affect -  Trauma model.
Here environmental traumatic events such as abandonment by the mother, or 
intrapsychic trauma such as intense feelings of aggression towards a parent, are seen to 
overwhelm mental apparatus so that it cannot cope with the resulting effects. These 
painful affects are seen as the motivating aspects of psychopathology (Bateman & 
Holmes, 1991).
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Topographical Model
This was the first stage at which Freud divided the mind into Unconscious, 
Preconscious and Conscious systems (Freud, 19ÛÔ -  cited in Bateman & Holmes).
The system unconscious incorporates the drives or instincts that Freud viewed us all to 
be battling against, especially in pathological states. The unconscious consisted of 
psychic material existing outside of awareness. This material must pass through the 
system preconscious before reaching consciousness and any unconscious drives or 
instincts viewed as inappropriate would be repressed in the unconscious, or modified 
by preconscious processes. Freudian theory proposed that by the time unconscious 
wishes and fantasies reached consciousness they could only be interpreted by dream 
analysis or the underlying content of the therapist-patient relationship known as 
transference which will be described later (Bateman & Holmes, 1995).
Structural Model
The structural model incorporates the now commonly recognized terms Ego, Id and 
Super -ego. The Id consists of unconscious wishes and drives and the Ego may be 
seen as the reality oriented part of the self mediating between the desires of Id 
impulses, external events and the demands of the Super-ego or set of moral stands, 
likened to the ‘conscience’ (Bateman & Holmes, 1995)
The three models are not mutually exclusive. Nor may they be readily mapped onto 
one another. Suffice to say that a variety of processes in the system preconscious or 
Ego and Super-ego modify contents of Id or the system unconscious before they reach 
consciousness. This may be seen to occur via defence mechanisms such as projection, 
where unacceptable ideas are projected onto others and repression, where 
unacceptable material is forced back into unconsciousness (Bateman & Holmes,
1995).
Freud also conceptualised development of the psyche in a series of stages, which, to 
him, represented expression of unconscious Id impulses or sexual and aggressive 
drives. There is some debate, even amongst Freudian theorists (Lupi, 1995), about
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this but the satisfaction, or not, of sexual and aggressive drives are thought somehow 
to be linked to the attachments individuals make to parental figures during infant 
development. The nature of these attachments is thought to have a profound impact 
on psychic development during infancy and is seen to shape the development of 
subsequent relationships (Bateman & Holmes, 1995; Bowlby, 1969 — cited in Gomez, 
1997; Freud, 1917; Lupi, 1995; Rycrofr, 1991). The development of psychopathology 
in psychoanalytic terms may be seen as the interaction of unconscious drives and 
forces, prior attachment to significant others (or objects) and environmental events, 
although the degree of emphasis on each concept varies across disciplines (Lupi, 1995; 
Rycrofr ,1991). In addition degression’ to a particular phase of development is seen 
as relevant in the development of particular pathologies (e.g. Freud,! 917; Klein - cited 
in Segal, 1964).
The basic Psychoanalytic concepts then, may be seen as the contents of the 
unconscious which exert an influence over behaviour even though outside awareness, 
defence mechanisms which serve to modulate unacceptable unconscious material 
before it reaches consciousness and transference -  the process of expression of 
unconscious material as part of the therapeutic relationship (to be discussed more fully 
later) (Rycrofr, 1995).
Psychoanalytic theories have diverged greatly fi-om Freud’s initial conceptions, with 
recent models in particular focusing on interpersonal relationships arising fi-om early 
attachments (Segal, 1964).
General Themes in Behaviourism
The view that the methods of the psychoanalysts were based on introspection, rather 
than observable behaviours (Beck et al, 1979; Clark & Fairbum, 1997) led many 
theorists to disregard psychoanalysis as a scientific entity. A new approach emerged 
wherein only observable, testable patterns of behaviour, rather than subjective 
interpretation of subconscious material was the focus of study. The behaviourists 
viewed themselves as tmly scientific psychologists. John Watson was one of the major 
figures in implementing this idea - ‘Psychology as the behaviourist views it is a purely
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objective experimental branch of natural science.’ (Watson, 1913 - cited in Davison & 
Neale, 1994). The basic idea behind behavioural theories is that responses are made 
more or less likely by the presence or absence of reinforcers in the environment 
respectively, an idea initially investigated by Ivan Pavlov and Edward Thorndike at the 
turn of the last century, and developed by key individuals such as Skinner and Eysenck 
in the 1950s and 1960s for the purposes of psychiatry (Rachman, 1997). Thus the focus 
was turned away from the inner world and onto the influence of external events. This 
approach has been applied successfully to many forms of psychopathology, and is of 
particular use in the treatment of organic brain disorders. However it did not have a 
great deal of success in developing effective treatments for disorders such as depression 
(Beck et al, 1979; Rachman, 1997) leading people such as Aaron Beck and Albert Ellis 
to look to the more cognitive aspects of psychopathology (Beck et al 1979; Clark & 
Fairbum 1997).
General Themes in Cognitivism
The cognitive approach acknowledges the limitations of simply analysing observable 
behaviour, but also the difficulties of coming up with any scientific theory under 
psychoanalytic conditions. Behaviour does not occur irrespective of the person’s inner 
processes, and neither does it occur without influence of extemal events. Cognitive 
theories of psychopathology concern the idea that cognitive contents such as thoughts, 
beliefs and attitudes influence our emotions, physiology and behaviour (Beck et al, 
1979; Padesky, 1995)
Cognitive therapy sets out to test cognitive contents through empirical investigation 
(Beck et al, 1979), thus rendering it a scientific way of addressing intemal experience, 
as well as acknowledging that these experiences occur in an extemal context. If, for 
example a person believes that they will die if they step out of the front door, a 
cognitive therapist may set up experiments to challenge this belief, either verbally or by 
actively going outside to prove to the individual that it is safe. Cognitive theories are 
very much concemed with the ‘here and now’ of a situation. Past experience is 
considered in the context of its current effect on the person’s cognitions and behaviours 
(Beck et al, 1979).
- 7 -
Academic Section Adult Mental Health Essay
Cognitive-Behaviourism
Before we continue, an important distinction must he made. The assumption is often 
made that cognitive theory and CB theory are the same, and the two terms are regularly 
used interchangeably (Clark & Fairbum, 1997). However, cognitive-behavioural 
approaches refer to approaches that tmly integrate behavioural and cognitive concepts.
A recent study by Barkham, Shapiro, Hardy and Rees (1999) neatly phrases the 
distinction, ‘The CB [cognitive behavioural] method is multi-modal and somewhat 
more behavioural than Beck’s cognitive therapy’. Beck (1979) quotes Ellis’ Rational 
Emotive Therapy (RET) (Ellis, 1962 — cited in Beck, 1979) as contributing more to the 
cognitive-behavioural therapies. RET is based on the theory that activating events (A) 
are linked to emotional consequences (C) by the intervening belief (B). In RET, 
modification of beliefs is designed to modify behaviour. One can see the obvious 
similarities between the two approaches, and it is not always easy to make a distinction, 
but this should be home in mind when considering CB theory and practice in 
depression.
It becomes clear then, that psychoanalytic and CB concepts of depression will differ 
significantly in their focus. Psychoanalytic approaches are varied, but the general 
themes are of loss, ambivalence and the turning of the ego against itself (Bateman & 
Holmes, 1995).
Psychoanalytic Concepts o f Depression
In ‘Mourning and Melancholia’ (1917) Freud outlined his view that ‘melancholia’, or 
depression, has numerous similarities with the mourning process. He listed the features 
of melancholia as ‘a profoundly painftrl dejection, cessation of interest in the outside 
world, loss of the capacity to love, inhibition of all activity and a lowering of the self 
regarding feelings to a degree that finds utterance in self-reproachings and self- 
revilings, and culminates in the delusional expectation of punishment’ (pp 252). With 
the exception of lowering of self regard, he viewed the features of melancholia to be in 
line with those of mourning and began to think about the possible ‘function’ of such 
experiences.
- 8 -
Academic Section______________________  Adult Mental Health Essay
In mourning, Freud theorized that there is a lost ‘object’ (e.g. a person, role or belief) 
which is slowly abandoned through a series of reality testing and that the object 
‘cathexis’ (the energy surrounding this attachment) is eventually directed to new 
object-relations (Freud, 1917). In cases where the individual forms particularly 
dependent relationships (there is some debate here over the cause of this, for example 
the influence of instinctual drives, genetic predisposition or results of past 
relationships (Lupi, 1995)) they may find it difficult to detach fi-om the lost object 
Instead of detachment and the seeking of new object cathexes, libidinal energy is 
diverted into identification with the object. The object is then internalised into the 
ego. As identified with the object, the ego may now begin to view itself as an object, 
allowing for the splitting off of part of the ego into a harsh, critical agent - attacking 
the part of ego identified with the object. This harsh criticism is seen to arise as the 
result of ambivalent feelings of both love and hate towards the lost object leading to 
conflict. Freud used this to account for the self-criticism and lowering of self-esteem 
found in individuals with depression and noted that the criticisms often aimed at 
themselves may be attributable to their loved objects. He also used his theory to 
explain other aspects of depression, for example, lack of sleep due to the inability to 
draw object cathexes into unconsciousness (a necessary condition for sleep to occur in 
psychoanalytic theory (Freud, 1917)) and loss of appetite due to the unconscious wish 
to devour the object through identification. Interestingly he also hypothesised as to the 
role of substitution of object - love for identification in the production of mania, in- 
between depressive episodes. He saw mania as the triumph of the ego over the harsh 
critical agent and the eventual detachment from the object, leading to the release of 
libidinal energy previously taken up in conflict. This energy is then used in the search 
for new object cathexes.
The predisposition of individuals to ‘regress into narcissism’ (Freud, 1917) and 
identify with the object is still under debate (Lupi, 1995). Narcissism, literally 
meaning ‘self love’ is seen as a major factor in original object choice, individuals 
choosing a loved object on basis of identification with the self (Freud, 1917). 
Regression to narcissism refers to identification with the object once it is lost leading
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to the chain of events above. The level of narcissistic identification in original object 
choice may predispose an individual to dependency, or an individual may be 
predisposed to create narcissistic object choices in general, leading to depression 
(Lupi, 1995).
Cognitive-Behavioural Concepts o f Depression
CB concepts of depression also conceptualise inner working models. The notion that 
cognitive contents lead to emotional responses is central to the CB theory of 
depression. There are various CB models of depression. Lewinsohn (1970 - cited in 
Williams, 1997) proposed that depression resulted fi-om a lack of positive 
reinforcement in the environment, as a consequence of the depressed individual’s 
pathological responses to others. Other theories focus on depressed individuals’ 
negative evaluations of themselves and events. For example, the Rational Emotive 
model (Ellis, 1970 -  cited in Beck et al, 1979) the Learned Helplessness model 
(Seligman, 1974 - cited in Clark & Fairbum, 1997) and more recently, the 
Hopelessness model (Abramson et al, 1989 - cited in Davison & Neale, 1994). Beck’s 
Cognitive Model of depression (Beck et al, 1979) is most widely discussed in the 
literature, so it is useful to consider it in some detail. In accordance with the cognitive 
model described earlier, depressed feelings are thought to arise fi-om negative 
cognitions. Beck conceptualised depressed people to have a Negative Triad consisting 
of negative perceptions of the self, the world and the future. This is said to arise from 
dysfimctional Schema. A schema is a collection of processes that influences which 
information we attend to and how it is interpreted. So if someone has a schema relating 
to failure, instances of failure will be attended to more, and attempts at any task will be 
more likely to be construed in terms of failure. This occurs via cognitive distortions, 
which are dysfunctional interpretations of events. These include things like 
maximisation and minimisation (where positive events are made less of, and negative 
events are made more of) and selective abstraction (where the negative aspects of a 
situation are considered over the positive).
The thrust of this theory is in how individuals perceive their world and themselves in a 
negative way as a consequence of negative belief systems. The belief systems, or
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‘schema’ may be the result of childhood experience, or separation and loss, but unlike 
psychoanalytic methods, CB theories focus on how the beliefs established during 
development are affecting the individual currently, rather than how they developed in 
the first place. This is one of the common distinctions made between this approach and 
psychoanalytic approaches (Beck et al, 1979) and has important implications for 
therapy. However, some would argue that psychoanalytic approaches look at the 
problem in the current context and reappraise past experiences in the light of the 
present situation (Sandler & Sandler, 1984 -  cited in Bateman & Holmes, 1995). The 
model is conceptualised in figure one.
The negative beliefs and attitudes, or schema, of a person lead to dysfunctional 
assumptions such as ‘I should be perfect at all times’. If an extemal event is appraised 
to violate these assumptions. Negative Automatic Thoughts (NATs) can occur. These 
occur spontaneously, individuals have no control over them and they always relate to 
the individual’s schema. It is these thoughts which are thought to play a causal role in 
producing depressed feelings. Indeed, studies have shown that reducing the frequency 
of negative automatic thoughts can help to elevate depressed mood (Teasdale & Rezin,
1978).
NEGATIVE TRIAD 
(self, world and future)
U ft
NEGATIVE SCHEMA 
TRIGGERED BY NEGATIVE LIFE EVENTS 
(e.g. I am a failure)
ft ft
COGNITIVE DISTORTIONS 
(I couldn’t do that right - everything I do is wrong)
ft ft
DEPRESSION
figure 1. Authors Schematic Interpretation of the Cognitive Model Of Depression
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So, CB approaches to depression, like psychoanalytic concepts of depression, focus on 
the individual’s intemal evaluation of situation in relation to an inner working model. 
The stmcture of this appears to differ between the two in that CB models consist of 
highly organised systems, which appear relatively tangible and consistent across 
individuals, whereas psychoanalytic models infer more variation across individuals and 
are less concrete.
Inner Working Models
The concept of inner working models, although relevant to both approaches, 
traditionally receives more emphasis in psychoanalysis. The common criticism that 
psychoanalysis pays little attention to extemal experience is widespread among 
cognitive and CB theorists (Beck et al, 1979). However, some psychoanalytic theories 
do focus on environmental influence as mentioned earlier (Bowlby, 1969 - cited in 
Gomez, 1997) and some individuals argue that even Freudian theory takes into account 
the impact of these forces, by acknowledging the impact of early attachments during 
infancy (Lupi, 1996).
Temporal Considerations
Another apparent difference between the two approaches is in the temporal focus of 
theory. Psychoanalytic concepts tend to concem the impact of developmental 
experience on the inner working model, and attempts at therapy surround work on these 
early experiences, albeit in the context of current events (Bateman & Holmes, 1995).
CB concepts concem the individual’s beliefs occurring as a result of these influences 
and the focus is on how these affect the person in the ‘here and now’ (Beck et al, 1979). 
CB therapists address early experience, but only in this context. The schematic contents 
and thoughts are considered the issue, not past events.
The notion of theory informing clinical practice is central to clinical psychology, so it is 
important to consider how the differences, and similarities between CB and 
psychoanalytic approaches influence therapy.
- 1 2
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Therapeutic Considerations
The Therapeutic Alliance
When Beck developed his Cognitive Therapy for depression, he coined the term 
‘Collaborative Empiricism’ (Beck et al, 1979, pp6) This refers to the testing of 
hypotheses about the origins of the problem, challenging dysfunctional cognitions, and 
testing against reality using a scientific method, with therapist and client working in 
equal partnership. The role of the therapist should be in Guided Discovery, rather than 
Changing Minds (Padesky, 1993). Change is attributed to the client, with the therapist 
as facilitator. In classical psychoanalysis, the use of the couch, positioning of the 
therapist (sometimes out of view), confinement of communication to the analysts 
interpretation of the clients narrative and lack of emotional response (Bateman & 
Holmes, 1995; Stone, 1995) indicate a different relationship, one less conducive to the 
notion of ‘working together’.
Transference
One of the hallmarks of psychoanalytic psychotherapy is transference. This is seen by 
some as a naturally occurring phenomenon in all our relationships (Stone, 1995), but 
has specific relevance in a therapeutic situation (Bateman & Holmes, 1995). In this 
sense, transference is seen as the expression of pathological attachment to the analyst 
that represents early relationships (Bateman & Holmes, 1995). Freud initially saw this 
as a hindrance to therapy, rendering the patient defensive towards attempts at 
interpretation. However, he eventually saw the benefits of interpreting transference in 
the therapeutic situation in terms of accessing repressed material (Rycroft, 1991; Stone,
1995).
Countertransference
This refers to the thoughts and feelings aroused in the analyst as a result of the 
therapeutic relationship, reflecting the analyst’s past experience and relationships in 
response to the patent’s transference (Blum & Goodman, 1995). Again, this was seen 
initially as a hindrance to therapy (Bateman & Holmes, 1995). However, Freud, and 
those who followed, soon began to see its therapeutic use in uncovering unconscious
13-
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repressed material. However, they cautioned against under-emphasising the possibility 
of interference of the analyst’s own material (e.g. issues of sibling competition) on its 
therapeutic interpretations (Blum & Goodman, 1995).
Cognitive and CB approaches tend to ignore this aspect of the therapeutic relationship, 
being less interpretive, focusing on conscious processes and being driven by the client 
(Beck et al, 1979). However, it has been suggested that transference and 
countertransference issues be considered, especially in dealing with interpersonal issues 
(Safran, 1990).
So, the differences in theory have significant influences over the development of 
clinical practice. For this reason, it is important that these theories are well supported 
by empirical evidence to ensure that they impact on the treatment of individuals in a 
positive way.
Evidence Base
Common criticisms of the psychoanalytic school concem the widely held view that 
theories are not based on scientific principles and are, as such, untestable. It has been 
suggested that classical psychoanalytic approaches lacked the capacity for any formal 
scientific testing, being concemed with intangible concepts such as unconscious forces 
(Clark & Fairbum, 1997). However, it is easily overlooked that Freud himself was a 
scientist, a neurologist, and he at least acknowledges a lack of empirical evidence for 
many of his postulations (Freud, 1917). Newer psychoanalytic theories, such as 
Bowlby’s attachment theory (Bowlby, 1969 -  cited in Blatt, 1998) and Blatt’s anaclitic 
vs. introjective depression types (Blatt, 1998), which will be discussed shortly, lend 
themselves to greater scientific study. Additionally, many have argued that classical 
psychoanalytic methods such as single case studies and the therapeutic process itself, 
are scientific methods of data collection, and that outcome studies and experimental 
designs are possible using these approaches (Bateman & Holmes, 1995; Frosh, 1997; 
Lloyd Mayer, 1995; Rycroft, 1991).
14
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In contrast to the view that psychoanalysis is unscientific, CB approaches are grounded 
in scientific theory. The Cognitive Theory of depression evolved from ‘systematic 
clinical observations and experimental testing’ (Beck et al, 1979, pp. 10). The ‘inner 
world’ of depressed individuals is investigated in more tangible and testable ways.
Thus the theory lends itself to scientific scrutiny. For example, studies have examined 
the direction of the cognitive-behavioural link, and found that depressive cognitions 
occurred after symptoms began, suggesting that negative cognitions result from 
depressive symptoms. However, they also found that the nature of these determined 
recovery rate, suggesting a reciprocal arrangement between the two concepts 
(Lewinshon, Steinmetz, Larson & Franklin 1981). Although somewhat outdated, this 
study neatly illustrates the way in which CB theories lend themselves to scientific 
investigation.
Treatment Trials and Outcome Studies
The inner working models inferred in psychoanalysis are more difficult to investigate. 
However in recent years, research has focused on the effectiveness of treatments based 
on psychoanalytic theory as evidence; for example the National Institute for Mental 
Health (NIMH) collaborative study found that Interpersonal Therapy (IPT), an 
interpersonal form of psychoanalytic therapy was as effective as imiprimine and 
clinical management in treating depression, although it was no more effective than 
CBT (Elkin, 1994 - cited in Roth & Fonagy, 1996). Results of studies investigating 
prevention of relapse vary, with CBT being found to be more effective in some studies 
(Blackburn et al, 1986; Evans et al, 1992; Simons et al, 1986; Shea et al, 1992 - all 
cited in Williams 1997), and IPT in others (Roth & Fonagy, 1996). A recent 
investigation into sub-syndromal forms of depression (Barkham et al, 1999) found that 
very brief (2+1 sessions) CB therapy was most effective in preventing relapse for sub- 
clinical depression, whereas Psychodynamic Interpersonal therapy was more effective 
for those classed as ‘stressed’ and those with low levels of depression. The 
differential effect of CB or psychodynamic therapies in specific cases of depression is 
implicated in other studies investigating the possibility that different personality types 
lead to different types of depression (Blatt, 1998). Strangely, this appears to be one 
area in which psychoanalytic and CB concepts of depression have converged.
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Convergence o f Psychoanalytic and Cognitive-Behavioural Theory?
In a comprehensive discussion, Blatt (1998) discusses the observation, in 
psychoanalytic terms, of two types of depression, anaclitic and introjective (Blatt,
1974 - cited in Blatt, 1998). Anaclitic personality types are suggested to have 
concerns about relationships with others. Themes such as rejection, dependency and 
caring are significant to these individuals. Introjective personality types have concerns 
relating to the self with a focus on issues such as self-worth and identity. When 
depressed, the anaclitic type are observed to have difficulties in interpersonal 
relationships. The introjective type are observed to be intensely self-critical and 
concemed with personal achievement in depression. Blatt noted that these concepts 
paralleled the observations of a number of theorists including Bowlby (Bowlby, 1980 
-  cited in Blatt, 1998), who identified anxiously attached and compulsively self-reliant 
personality types in depression. The most interesting parallel came from Beck (1983) 
(cited in Blatt, 1998) with his autonomous individuals with issues of self worth, and 
sociotropic individuals with their strivings for close personal relationships. Coming 
from completely different psychological perspectives Blatt and Beck have identified 
two different personality types referring to two different types of depression. A 
comprehensive scientific analysis (Oumiette & Klein, 1993) found that the two scales 
developed by Blatt and Beck seemed to have convergent validity with each other and 
with certain types of personality disorders, although the value of the distinction in 
predicting types of depression or specific psychopathologies was found to be 
questionable. The authors suggest a focus on the influence of specific types of life 
event on particular personality types in future studies.
This convergent theory is of some significance to the therapeutic world. Certain types 
of individuals may respond differently to different treatments. For example in his 
discussion, Blatt cites evidence that the longer term psychoanalytic approaches may be 
more suitable for individuals of the introjective type, who have issues related to self­
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worth and perfectionism (Blatt, 1998), whereas CBT treatments may be more effective 
for individuals with relationship issues.
So the impact of these convergent theories is worth acknowledging. However one 
does wonder about the utility of developing therapies taking ideas from both schools 
of thought, as surely this would result in diminished specialism. It is important to 
consider though, the idea that the two disciplines become more tolerant and less 
critical, if we are to develop treatment programmes tailored to suit individuals’ needs - 
particularly if clients are being identified that will benefit more from one or the other 
types of therapy.
Conclusions
Psychoanalytic and CB approaches have traditionally been seen as poles apart in 
psychology, being grounded in the opposite philosophical realms of introspection and 
objectivism respectively. Comparisons still surround issues of scientific validity and 
the degree of focus on intemal processes, but this appears to be a fundamental 
difficulty in clinical psychology as a whole if it is to regard itself as a science. It is 
impossible to study behaviour in objective ways and come to any meaningful 
conclusions about the motivation for it - some degree of introspection is required. CB 
approaches are commonly viewed as the more scientific, although it is becoming 
apparent that psychoanalytic theorists, whilst being rather defensive about their lack of 
empirical evidence, are beginning to acknowledge the need for testable theories, and to 
be more open to suggestion from other disciplines. It seems that we have moved on a 
great deal from the days in which there were two opposing fields in clinical 
psychology, to a time when opposing camps are beginning to consider each other’s 
views, and even concede that they may be similar (Blatt, 1998). Remarkably, it seems 
as though, in some instances, these views are converging. Clinical depression is a 
useful standpoint from which to discuss these issues due to the fact that it is relatively 
common and a great deal of research has been carried out into its manifestation and 
treatment. It is also one of the main psychological disorders that has been shown to 
benefit as much from psychological intervention as from medication (Clark & 
Fairbum, 1997). With the continual development of theories of and interventions for
-17-
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depression the future looks promising, particularly if professionals from different 
disciplines are beginning to accept and utilise the views of others in developing well 
rounded theories and high quality interventions.
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A ll Challensins Behaviour in Individuals with Learnins Disabilities has a 
Communicative Function and can be Explained by Deficits in Communication Skills*.
Critically Discuss This Proposition.
Introduction
To be classified as having a learning disability, an individual must have a significantly 
limited ability to understand and learn new complex information (a full scale IQ of below 
70) in addition to pervasive impairments in adaptive and social functioning. The 
presenting problems must have developed before the age of 18 years (Department of 
Health (DoH), 2001).
Challenging Behaviour
People with learning disabilities sometimes display behaviour which may be described as 
‘challenging’. The current widespread definition of challenging behaviour used in the 
literature is ‘culturally abnormal behaviour of such an intensity, frequency or duration 
that the physical safety of the person or others is likely to be placed in serious jeopardy, 
or behaviour which is likely to seriously limit the use of, or result in that person being 
denied access to, ordinary community facilities’ (Emerson, 1995). ‘Challenging 
behaviour’ replaces previously used terms such as ‘aberrant behaviour’ in a move towards 
locating the challenge of some behaviours displayed by people with learning disabilities 
to within the system, rather than isolated within the individual (Jones & Eayrs, 1993).
The challenge becomes one for services, carers and the environment to meet, as well as 
for the individual them selves to overcome. Challenging behaviour has become an area of 
great interest over the past two decades, particularly in the light of a move towards 
community care and deinstitutionalisation. The development of the culture of ‘social 
role valorisation’, focusing on services and how they can best meet the challenge of 
provision for people with learning disabilities, rather than viewing them as possessing 
inherently difficult behaviour (Jones & Eayrs, 1993) has significantly influenced how 
challenging behaviour is viewed. This change in attitude has lead to positive changes in
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service provision, and the provision of services for people who display challenging 
behaviour has been highlighted in the recent Government White Paper — Valuing People 
(DoH, 2001). It is recommended that the development of interventions for challenging 
behaviours be given priority for the use of the Learning Disability Development Fund.
Research investigating the causes and functions of challenging behaviour is an important 
precursor to the development of effective interventions. Theories have developed from a 
variety of approaches, including biological (Chung & Cassidy; 2001; Deb, 1998; Murphy, 
1999; Read, 1998;), psychiatric (Bouras, 1992; Emerson, Holland & Murphy, 1990; Jones 
& Eayrs, 1993; Moss & Kieman, 1999) and psychological (Donellan, Mirenda, Mesaros 
& Fassbender, 1984; Halliday & Mackrell, 1998; Kieman, 1993; Sinason, 1986;Yule & 
Carr, 1994). Theories vary both in their evidence base and potential for treatment 
effectiveness, for example the use of antipsychotic medication has been criticised for the 
lack of quality randomised controlled trials to support its effectiveness (Brylewski & 
Duggan, 1999) It has been suggested that challenging behaviour results from a variety of 
factors which interact, rather than having a single cause (Murphy, 1999). So, for 
example, an individual may engage in self-injury to gain attention, but it may also be 
reinforced by the release of certain neurotransmitters in the brain. Additionally the 
individual may be predisposed to self-injure as a result of a particular genetic syndrome. 
These factors will be discussed later along with the contribution of communicative factors 
to the expression of challenging behaviour.
Challenging Behaviour and Communication
Of recent interest is the idea that challenging behaviour serves a communicative function, 
and the involvement of the speech and language therapist in intervening has increased 
(Bradshaw, 1998; Gilmour, 1998; Thurman, 1997). Donnellan et al (1984) asserted the 
view that all challenging behaviour has a communicative function if one accepts that all 
behaviour has a communicative function (Wtzalwick, Beavin & Jackson, 1967 -  cited in 
Donnellan et al, 1984).
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It is less clear whether or not all challenging behaviour results from deficits in 
communication in people with learning disabilities, because challenging behaviour may 
be displayed by individuals who have well developed communication skills. However, 
there is evidence to suggest that in some cases challenging behaviour is associated with 
poor communicative skills (Bott, Farmer & Rohde, 1997; Chamberlain, Chung & Jenner, 
1993).
I will firstly consider communication problems and challenging behaviours associated 
with learning disabilities before discussing a number of different theories as to the cause 
of challenging behaviour, including specific models. If any specific model (apart from a 
communicative model) is able to account for all challenging behaviour, then 
communication could not be the only factor to consider in all cases. I will consider 
different models in this way, illustrating aspects of communication that may arise within 
each model, before discussing the importance of analysis of fimction, and the 
development of effective interventions. Examination of the literature suggests that 
viewing communication as the function of challenging behaviour may be very usefiil in 
devising interventions, but that it is not the only factor worthy of consideration.
Communication Deficits in People with Learning Disabilities
Communication Development
Very young infants communicate at a reflexive level — crying because they want or need 
something. They do not intentionally communicate their wishes to caregivers, it is up to 
them to initiate a response to the message communicated by the infant (Schaffer & Crook,
1979). Gradually, the child progresses to indicate his or her needs more effectively by 
firstly using different cries to signal different needs, and then being more pro-active, for 
example looking at the desired object. Eventually, the child is able to intentionally 
communicate his or her needs by pointing, and later on verbalizing them (Fawcus, 1998). 
Some individuals with learning disabilities have not progressed past the reflexive stage, 
so that it can be very difficult to interpret their needs. Additionally, by the time we reach 
adulthood, behaviours such as crying, screaming, shouting and hitting are considered
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unacceptable forms of communication by the speaking population. So, although these 
behaviours may be considered the only method of communication some individuals with 
learning disabilities have, they are viewed as challenging (Murphy & Oliver, 1994).
Prevalence o f Communication Deficits in People with Learning Disabilities 
Communication difficulty is part of the diagnosis of learning disability (Chamberlain et 
al, 1993; McLean, Brady & McClean, 1996), so it is not surprising that 50% of people 
with learning disabilities have been shown to have severe deficits in communication 
(Chamberlain et al, 1993). In studies of severe learning disabilities, it has been found that 
most individuals had significant language impairments (McLean et al, 1996). 
Communication deficits range from a lack of intentional communication at the most basic 
level to having good language abilities but subtle deficits in understanding (McLean et al,
1996). Disorders of communication may be receptive (in the comprehension of what 
others are communicating) or expressive; involving speech (stuttering, fluency and 
articulation problems) or language (usually related to psychiatric disorders, or 
distractibility and impulsivity). Additionally, it may be that individuals do not understand 
the meaning of language, or its uses, and therefore do not use it (Bott et al, 1997). So it 
seems that communication problems are widespread in the learning disabled population, 
indicating that they may be an important factor to consider in investigating aspects of 
behaviour.
Challenging Behaviour
Problems with Definition
Emerson’s (1995) definition of challenging behaviour poses difficulties when trying to 
interpret behaviours as challenging. Individuals may vary in their beliefs about what type 
of behaviour constitutes a significant risk, or leads to exclusion from community services 
(Bromley & Emerson, 1995; Lowe & Felce, 1995). The definition places challenging 
behaviour in a social context, so that behaviour that is challenging in one setting may not 
be so in another (Emerson, Moss & Kieman, 1999). Challenging behaviours can be 
multi-functional and their function differs across individuals (Donnellan et al, 1984; 
Emerson & Bromley, 1995;Woods & Blewitt, 1993). Therefore studies of challenging
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behaviour may be limited in their validity due to the fact that they could be studying 
different populations, as a result of differences in interpretation, and the limitations of 
measures of challenging behaviour (Chamberlain et al, 1993; Emerson & Bromley, 1995; 
McLean et al, 1996). So in discussing studies of the functions of challenging behaviour, 
it may be useful to consider the setting in which the research took place, the measures 
used and the individuals analysing the behaviour (care staff or psychologists for 
example).
Prevalence and Epidemiology
The prevalence of challenging behaviour in people with learning disabilities has been 
suggested to be between 10 and 15% (Emerson et al, 2001), although the problems with 
definition described above make prevalence rates a little uncertain. There does not appear 
to be an exhaustive list of challenging behaviours, but they generally include self injury, 
verbal and physical aggression, destruction of property, absconding, stereotypic 
behaviours (such as hand flapping), rituals, socially or sexually inappropriate behaviour, 
social withdrawal and apathy. Evidence suggests that the nature of the behaviour 
displayed varies with abilities. Chamberlain et al (1993) found that verbal clients were 
more likely to be verbally aggressive, clients with poor verbal abilities but higher overall 
abilities were more likely to be physically aggressive, and clients with profound, multiple 
learning difficulties were more likely to engage in self-stimulatory behaviours, self injury 
and stereotypy, and be socially withdrawn (Chamberlain et al, 1993). Similarly, Emerson 
and his colleagues found that clients with more severe communication deficits were more 
likely to display self-injury, whereas non-compliance was related to greater 
communication abilities (Emerson et al, 2001). It appears then that certain challenging 
behaviours are linked to the client’s level of ability, which seems logical in the sense that 
individuals can only use what is in their behavioural repertoire (for example, a non-verbal 
individual would find verbal aggression very difficult!).
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Challenging Behaviour Associated With Communication Deficits 
It has been asserted repeatedly that communication deficits in the learning disabled 
population lead to challenging behaviours (Bott et al, 1997; Chamberlain et al, 1993; 
Emerson et al, 2001;, Murphy & Oliver, 1994) and certain types of behaviour, such as 
self-injury, have been linked to communication abilities (Chamberlain et al, 1993). 
Challenging behaviour may reflect a variety of emotional states, such as anxiety or 
frustration, or physical states such as pain or hunger (Bott et al, 1997) that cannot be 
communicated in any other way. Additionally, communication deficits can lead to a lack 
of understanding of social rules, so that the individual may display socially unacceptable 
behaviours (Murphy & Oliver, 1994).
There is a discrepancy here, however. Given that the majority (or at least 50%) of people 
with challenging behaviours are reported to present with communication deficits 
(McLean et al, 1996; Chamberlain et al, 1993), it is surprising that only 10-15% of the 
population display challenging behaviours.(Emerson et al, 2001). This may mean that 
challenging behaviours are associated with more than just communication deficits.
Biological Aspects of Challenging Behaviours
Genetic Syndromes
Studies have shown that specific challenging behaviours may be associated with certain 
genetic syndromes (Deb, 1998; Murphy, 1999). In particular, Lesch-Nyan syndrome is 
associated with compulsive self-injurious behaviour and Prader-Willi syndrome is 
associated with over-eating (Deb, 1998; Murphy, 1999). Other conditions such as Rett 
syndrome, Smith-Magenis syndrome and phenylketonuria have also been associated with 
specific behaviours (especially self-injury), but many individuals with learning 
disabilities also display these behaviours in the absence of these conditions. Reports 
suggest the Lesch-Nyan syndrome and Prader-Willi syndrome are the only two genetic 
conditions for which there is evidence to suggest that they cause specific behaviours 
(Deb, 1998; Murphy, 1999). Although it is a valid hypothesis, there is as yet insubstantial 
evidence to suggest that all genetic syndromes are necessary, or sufficient conditions for
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the development of specific challenging behaviours, because not all individuals with these 
syndromes display the same behaviours (Murphy, 1999). Additionally, it has been 
suggested that behavioural interventions can help to ameliorate the behaviours associated 
with Lesch-Nyan syndrome (Oulson & Houlihan, 2000), so although they may be 
biologically determined, occurrence of behaviours associated with genetic syndromes 
may also be mediated by aspect of the environment.
If these syndromes lead to communication deficits as well as the challenging behaviour, 
then there is an interaction between the behaviour and communication. Although the 
syndromes may predispose the individual to certain behaviours, if that individual is trying 
to communicate in the absence of language for example, the frequency of those 
behaviours may increase as an act of intentional communication.
Neurochemistry
There is evidence to suggest that challenging behaviours, particularly self-harm, are 
mediated by neurological abnormalities associated with the learning disability, and are 
reinforced by the release of certain neurotransmitters (Murphy, 1999; Read, 1998; 
Thompson, Simons, Delaney & England, 1995). It is suggested that self-injury, for 
example is reinforced by the release of dopamine and endogenous opiates, secondary to 
the immediate reinforcement gained by receiving attention or escaping demands (Read, 
1998; Thompson et al, 1995). This may lead to a spiral of events culminating in more 
and more severe self-injury. It is acknowledged, however, that the mechanisms 
underlying such theories are poorly understood, and although pharmacological 
interventions are effective in decreasing such behaviours, they may be acting only as 
‘tranquillizers’, reducing the overall arousal of the client (Read, 1998; Thompson et al, 
1995). It is also acknowledged in these reports that environmental issues impact on the 
expression of challenging behaviours, and that changing the environment or increasing 
the client’s level of communication would undoubtedly affect these behaviours (Murphy, 
1999; Read, 1998; Thompson et al, 1995).
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The neurochemical model does not exclude the contribution of communication. If the 
individual is engaging in self-injurious behaviour for self-stimulation via the release of 
chemicals in the brain, this communicates to the environment that he or she is not 
receiving enough stimulation, whether or not this is an intentional message.
Psychiatric
Mental Illness
It is widely accepted in the literature that the diagnosis of mental illness in the learning 
disabled population is difficult, particularly in the more severely disabled clients with 
limited communication skills (Holland & Murphy, 1990; Murphy, 1999). It has been 
suggested that some challenging behaviour results from severe mental illnesses and may 
reflect distress caused by the symptoms of psychosis (Emerson et al, 1999). However, it 
is believed that some types of mental illness such as schizophrenia simply may not 
become manifest in individuals with significant language impairments because they 
require a certain level of language development to have been reached (Holland & 
Murphy, 1990). It is possible that individuals with mild learning difficulties may acquire 
schizophrenia or psychosis, although it may still be difficult for them to identify and 
describe their internal experiences (Holland & Murphy, 1990). Despite the limitations of 
psychiatric diagnoses, neuroleptic medication is often prescribed for challenging 
behaviours, in the absence of any quality studies to show that it is effective (Brylewski & 
Duggan, 1999; Holland & Murphy, 1990).
Mood disorders are less difficult to diagnose in the learning disabled population. 
Individuals with learning disabilities often have unsettled lives, and are at an increased 
risk of developing mood disorders which may present as challenging behaviours (for 
example social withdrawal, lethargy and aggression), and the development of 
psychological interventions for possible mental illness in people with mild learning 
difficulties is becoming more widespread, for example cognitive behavioural therapy 
(Kroese, Dagnan & Loumidis, 1997).
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So challenging behaviours may be associated with concurrent psychiatric conditions, but 
the accuracy of diagnosis is limited. Effectiveness of interventions for mental illness may 
be limited in the absence of language and comprehension skills. Communication still has 
a part to play in a psychiatric model of challenging behaviour, because the behaviour may 
be the only means of expressing distress that the individual has.
Defence
The unsettled lives of people with learning disability, their vulnerability to abuse and the 
experience of loss engendered by having a disability have been considered in the 
psychoanalytic literature. Some behaviour may be seen as secondary disability which 
defends against trauma (Stokes & Sinason 1993; Sinason, 1986). For example, it was 
discovered during the functional analysis of one girl’s self-injury that it was linked to 
prior sexual abuse, and that working through this pictorially helped her to deal with her 
trauma and decrease her self injury (Halliday & Mackrell, 1998). In another example 
aggressive and violent behaviour was discovered to be an expression of rage against the 
client’s parents for giving her a disabled body (Stokes & Sinason, 1993). These are 
useful aspects to consider when investigating challenging behaviour, but intervention 
would largely depend upon the ability of the client to communicate such issues, and to 
understand their own internal processes.
The challenging behaviour expressed therefore communicates anger or sadness to the 
environment, in the absence of any other means of sending this message. So here too, 
communication is one fonction of challenging behaviour.
So, challenging behaviour may be attributable to various aspects of the learning disabled 
person’s life. Murphy and Oliver (1994) suggest that people with learning disabilities 
may best be viewed as being biologically predisposed to certain challenging behaviours 
as a result of the specific genetic syndrome, or neurological abnormalities, that they 
possess. Psychiatric disturbance and trauma may be considered to be contributing factors 
increasing the likelihood that these behaviours are expressed. Likewise, communication
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deficits further contribute to the expression of challenging behaviour, because it may be 
the only way that person has of communicating internal states when a more appropriate 
and acceptable means of expression is outside of their behavioural repertoire (Carr & 
Durand, 1985; Thurman, 1997).
So, although challenging behaviour may be seen as arising from communication deficits, 
there seems to be an interaction between numerous factors which leads to their expression 
(Murphy, 1999; Jones & Eayrs, 1993). In order to determine the function of such 
behaviours, consideration of all these factors is necessary.
Does all Challenging Behaviour Have a Communicative Function?
Analysing the Function o f Challenging Behaviour
The analysis of the function of behaviour may be referred to as Applied Behaviour 
Analysis. Applied Behaviour Analysis was developed when the experimental analysis of 
behaviour moved from the laboratory to the clinical setting over 30 years ago (Woods & 
Blewitt, 1993). It utilises an operant model known as the three-term contingency 
(Skinner, 1969 -  cited in Woods & Blewitt, 1993) which has been described as follows: 
‘An adequate formulation of the interaction between an organism and its environment 
must always specify three things: 1) the occasion upon which a response occurs, 2) the 
response itself, and 3) the reinforcing consequences. The inter-relationships among them 
are the contingencies of reinforcement’. (Skinner, 1969 -  cited in Woods & Blewitt,
1993).
In analysing the fimction of challenging behaviour in people with learning disabilities, the 
term Functional Analysis is now used, based on an ABC model (Antecedent, Behaviour, 
Consequence). This ABC model may be considered to be an alternative way of 
expressing the three-term contingency (Woods & Blewitt, 1993), and functional analysis 
involves the recording of the antecedents (events triggering the behaviour), the behaviour 
itself and the consequences of that behaviour. Only then is it considered possible to make 
accurate hypotheses about the function of particular behaviours (Bird, Dores, Moniz &
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Robinson, 1989; Emerson & Bromley, 1995;Woods & Blewitt, 1993). The importance of 
functional analysis should not be underestimated. In a review of treatment effectiveness 
for challenging behaviour, Didden, Duker and Korzilius (1997) found that only the 
performance of a functional analysis made a significant contribution to treatment.
The Functional Communication Hypothesis
Completion of functional analyses is has been useful in developing theories about the 
fimction of challenging behaviour. One such theory proposed by Donnellan et al (1984) 
and Carr and Durand (1985) viewed the issue of challenging behaviour from a pragmatic 
perspective, looking at language in the social context, emphasizing the use of verbal and 
non-verbal communication as a social tool (Schuler & Goetz 1981 -  cited in Donnellan et 
al, 1984). Donnellan et al (1984) suggested that, from this perspective, all behaviour is 
communicative quoting Watzlawick et al (1967) — ‘No matter how hard one may try, one 
cannot not communicate. Activity or inactivity, words or silence all have message value: 
they influence others and these others, in turn, cannot not respond to these 
communications and are thus themselves communicating. It should be clearly understood 
that the mere absence of talking or taking notice of each other is no exception to what has 
just been asserted.’ (Watzlawick et al, 1967 -  cited in Donnellan et al, 1984). From this 
perspective, all challenging behaviour serves a communicative function; it has message 
value. It can be communicating a request for a specific response from someone (‘come 
here’), a commentary on an internal state (‘I’m in pain’, ‘I’m bored’), a complaint (‘I 
don’t like this food’) and so on (Donnellan et al, 1984). It is important to note that, 
according to this definition of the communicative function of behaviour, the message 
does not have to be intentional, so, for example a non-verbal client with sensory 
impairment may unintentionally communicate to the carer ‘I want some stimulation’ by 
using self-injury as a means of self-stimulation (such as eye-poking). Another non-verbal 
client may be intentionally communicating to the carer ‘I want some stimulation’ by 
screaming in order to purposefully attract the carer’s attention.
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Although the former client does not intend to communicate this to the environment, the 
fact that the client is engaging in this activity for self-stimulation conveys the message 
that they are not getting enough stimulation. It has been acknowledged that we can never 
be entirely certain of the intention of a client when engaging in any particular behaviour 
(Mirenda, 1997) but ‘we may find it helpful to view misbehaviour as //it were a form of 
non-verbal communication, specifically, a request for certain behaviours on the part of 
others’ (Carr & Durand, 1985). So it may be useful to view all challenging behaviour as 
serving a communicative function, and analysing what it is communicating, when 
designing interventions. If these interventions are effective in reducing challenging 
behaviour, then we have evidence that it serves a communicative function (Carr &
Durand, 1995).
Interventions
Behavioural
In the past, behavioural interventions for challenging behaviour treated the behaviour as a 
problem that must be eradicated (Carr & Durand, 1985; Woods & Blewitt, 1993). This 
led to the development of aversive procedures, using punishment to block the occurrence 
of problem behaviour. Such approaches have been found to be ineffective in the long 
term, because they cannot be generalised, when programmes cease the behaviour returns 
and the behaviour gradually returns over time even when the intervention is in place 
(Woods & Blewitt, 1993).
More acceptable forms of intervention have been developed, such as differential 
reinforcement (Carr & Durand, 1985; Murphy & Oliver 1994). For example, if a 
functional analysis reveals that a client shouts loudly and kicks his or her class mates (in a 
class room setting) as a result of decreased attention from the teacher, and that this is 
reinforced by gaining the teacher’s attention, the client may be taught a verbal request (or 
gesture) to which the teacher always responds. The teacher ceases to respond to the 
challenging behaviour, so that the verbal request becomes more effective than shouting or
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kicking. This type of intervention is known as the differential reinforcement of other 
behaviour (DRO) (Murphy & Oliver, 1994).
Similarly, differential reinforcement of incompatible behaviour (DRI) results from 
reinforcing more acceptable behaviour to replace challenging behaviour, only this time 
the new behaviour is incompatible with the challenging behaviour (Murphy & Oliver,
1994). For example, if a client is engaged in interaction with sensory equipment, they 
cannot be self-injuring. Replacement of the target behaviour with the new behaviour may 
be reinforced by pairing the new behaviour with an arbitrary reinforcer, such as food.
Constructional Interventions
A constructional intervention aims to replace challenging behaviours with alternative, 
more acceptable behaviours, that are functionally equivalent to the challenging behaviour. 
To be functionally equivalent, the replacement behaviour must be triggered by the same 
antecedent and lead to the same naturally occurring consequence. In order for the new 
behaviour to be adopted, it must require the same (or preferably less) amount of effort 
than the target behaviour (Woods & Blewitt, 1993). In the previous example, differential 
reinforcement was provided for an incompatible behaviour in the form of food, in order to 
decrease self-injury that was self-stimulatory. This is not a constructional intervention, 
because the new behaviour is not ftinctionally equivalent, it is reinforced by food, and not 
stimulation. An example of a constructional intervention in this case would be to provide 
access to the same level of stimulation by providing the client with sensory equipment, 
and preferably to allow the client to request this him/herself (by ringing a bell, for 
example). This approach is useful in that it views challenging behaviour as adaptive and 
fiinctional, albeit inappropriate to the environment in which it occurs. The challenge is to 
provide the individual with equally adaptive and functional behaviours that are more 
appropriate to the environment (Bird et al, 1989; Carr & Durand, 1985; Donnellan et al, 
1984; Symons et al, 1998). The constructional approach has been used effectively in 
designing communicative interventions for challenging behaviour.
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Communicative Interventions for Challenging Behaviour 
The notion that all behaviour is communicative in some way, be it intentionally, or 
unintentionally, has significant implications for the creation of interventions for 
challenging behaviour. The reported success of such interventions supports the view that 
challenging behaviours serve a communicative function (Bird et al, 1989; Carr & Durand, 
1985; Gilmour, 1998; Mirenda, 1997; Rowland & Treece, 2000; Symons, Fox & 
Thompson, 1998;Thurman, 1997) and that providing individuals with the skills to 
communicate their needs and wishes, helps to reduce levels of challenging behaviour.
One such intervention is known as Functional Communication Training (FCT), also 
known as differential reinforcement of communicative behaviour (DRC) (Carr & Durand, 
1985). This approach developed from the functional communication hypothesis (Carr & 
Durand, 1985; Donnellan et al, 1984), and appears to fit into the remit of a constructional 
approach, involving the replacement of a challenging behaviour with one which is 
functionally equivalent, being triggered by the same antecedents and leading to the same 
naturally occurring consequences. Basically, FCT involves identifying the functions 
served by the behaviour through functional analysis, and then teaching specific 
communicative responses tied directly to those functions (Bird et al, 1989). Eventually, 
the communicative responses will replace the challenging behaviour because they lead to 
more effective and consistent adaptations to the environment than the target behaviour 
(Symons et al, 1997). In this way FCT may be seen as both effective and self-sustaining 
(Bird et al, 1989) because the communicative response is naturally reinforced by the 
environment. It is therefore similar to constructional DRO and DRI programmes in that it 
focuses on behaviours other than the ones targeted for reduction, and replaces challenging 
behaviours by increasing the frequency of alternative, incompatible behaviours (Bird et 
al, 1989). The main advantage it has over constructional DRO and DRI interventions is 
that reinforcement is delivered on a schedule selected by the client and not others — they 
can communicate a specific need at a specific time that will ensure a specific 
environmental change more effectively than their challenging behaviour did (Bird et al, 
1989). In a review of all studies of the use of FCT for reducing challenging behaviours, 
immediate and substantial reductions in challenging behaviour were found to be recorded
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in 44 out of 52 cases (85%). Four cases reported a gradual reduction. In the cases where 
no improvement was found, the importance of effective staff training in implementation 
of such programmes was highlighted (Mirenda, 1997).
Similar approaches have been used in other studies. Rowland and Treece (2000) found 
that introduction of a communication programme significantly reduced the severe 
challenging behaviours exhibited by four clients, and lead to reductions in their 
medication. A single case study by Thurman (1997) illustrated the positive effects of 
introducing a communication model and objectives to a unit for learning disabled people 
with severely challenging behaviours. Incidences of aggression decreased dramatically, 
and the need for PRN medication was significantly reduced. The clients’ repertoire of 
communication skills was greatly increased. This study focused on developing the 
client’s communicative skills as well as the communication environment.
Evidence suggests that intervening in the communication environment also has a dramatic 
effect on challenging behaviour. Teaching staff skills such as Makaton and sign 
language, and building up staff awareness of the level at which to communicate with 
clients can help to make the environment much less challenging for clients with learning 
disabilities and lead to a decrease in the need for challenging behaviour (Bradshaw,
1998). Several communication packages have been compiled for use with staff and 
residents to raise awareness of communication abilities and to develop their skills (for 
example INTECOM (Jones, 1990) and ENABLE (Hurst-Brown & Keens, 1990)).
Finally, the use of specific types of sensory stimulation (that the client prefers) is 
increasingly employed in interventions for people with severe learning disabilities who do 
not intentionally communicate, and whose challenging behaviours may serve a self­
stimulatory function (for example. Individualised Sensory Environment (ISE) Banning, 
1995 -  cited in Dutton, 1996).
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Conclusions
The reported success of these interventions supports the notion that challenging behaviour 
has a communicative function, and indicates that it is useful to view all challenging 
behaviour as communicating something (Carr & Durand, 1985). The apparent success of 
communicative interventions supports this whether one views communication as 
intentional (for example functional communication training) or unintentional (for 
example Individualised Sensory Environment Therapy).
Viewing challenging behaviour as solely communicative is less useful. The fact that so 
many people with learning disabilities have communication deficits, but few display 
challenging behaviours means that having communication deficits does not necessarily 
lead to these behaviours. There must be other factors involved in the expression of 
challenging behaviours, and it is difficult to say how much communication deficits 
contribute to their expression, because so many people with learning disabilities have 
problems with communication. It is important to acknowledge that an individual with 
communicative deficits may display a behaviour that is not challenging to communicate 
their needs, it depends on the behaviours that are in their repertoire. It may be that the 
person is in an environment that is sensitive to their needs and adaptable to suit them, so 
the expression of challenging behaviours is unnecessary.
It is important to recognise other factors contributing to the expression of challenging 
behaviours when thinking about causality, function and interventions (Murphy, 1999, 
Oliver & Murphy, 1994). One cannot underestimate the importance of completing a 
thorough functional analysis before making assumptions about the functions of a client’s 
behaviour. Any model of challenging behaviour in people with learning disabilities must 
be multifactorial. Behavioural problems arise from environmental influence, personal 
experiences and biological factors, as well as the behavioural repertoire of the client, and 
all of these must be considered when designing effective interventions.
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Anxiety Disorders in Childhood are Fundamentally Different from Anxiety Disorders 
in Adulthood. Discuss with Reference to the Theory and 
Treatment of Two Anxiety Disorders.
Introduction
Childhood anxiety disorders have received relatively little attention in the research 
literature until recently, despite the fact that possibly the first mention of anxiety in 
children was made by Hippocrates (460-370 BC) who reported that fears were among the 
illnesses of newborns and infants (Treffers & Silverman, 2001). It is generally the view 
that childhood anxiety as a psychiatric disorder was first examined by Freud (1909 - cited 
in Treffers & Silverman 2001) in his case study of ‘Little Hans’ and Watson and Rayner 
(1920 -  cited in Treffers & Silverman) in their case study of ‘Little Albert’, over two 
thousand years after it was recorded by Hippocrates. Over the past twenty years there has 
been a surge in interest in anxiety in children and attempts have been made to 
differentiate them from their adult counterparts (Evans & Wolff, 1999; Geller, et al 1998; 
Henin & Kendall, 1997; Prins, 2001 ; Riddle, 1998; Schultz). Prior to this, approaches to 
childhood anxiety disorders involved adapting the models of adulthood anxiety disorders 
and applying them to children (Labellarte, Golda, Ginsburg, Walkup & Riddle, 1999). 
This has obvious implications for interventions if childhood anxiety disorders are 
fundamentally different from adulthood anxiety disorders.
There is still much debate about this issue, and research is plagued by difficulties and 
limitations. The main limitations of research into anxiety disorders in children are that 
studies are largely reliant on retrospective accounts (particularly of fear acquisition) 
(Field, Argyris & Knowles, 2001; Graham & Gaffan, 1997; King, Eleonora & Ollendick,
1998), children may successfully hide many of their anxiety symptoms, meaning that 
identification of anxiety disorder is often much lower in frequency than actual occurrence 
(Rappoport et al, 2000) and the lack of reliable and valid instruments to measure changes 
in childhood anxiety for outcome studies (Labellarte et al, 1999). Despite these
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limitations, research continues to develop and has so far contributed much to our 
understanding of anxiety in childhood.
In this essay, two anxiety disorders will be considered. First, simple phobias will be 
discussed because they seem to be acquired throughout childhood. Simple phobias will 
be considered from a behavioural and cognitive-behavioural perspective, because there 
has been much research from this perspective, and behavioural and cognitive-behavioural 
therapy (CBT) appears to be the treatment of choice for phobias (Ollendick & King,
1998). Second, obsessive-compulsive disorder (OCD) will be discussed because the 
behavioural presentation appears to be the same in children and adults (Swedo,
Rappoport, Leonard, Lenane & Cheslow, 1989). OCD will also be considered from a 
cognitive-behavioural perspective because of the large body of research suggesting the 
effectiveness of CBT (March, 1995; March, Franklin, Nelson & Foa, 2001; Piacentini,
1999), and from a neurological perspective because this approach has shown that there 
may be two distinct subtypes of OCD, occurring in childhood and young adulthood 
(Geller et al, 1998; Henin & Kendall, 1997; Riddle, 1998; Schultz et al, 1999; Shafran, 
2001).
For the sake of brevity, only children between the ages of four and eleven will be 
considered, because many of the arguments presented are developmental, and most 
anxiety disorders appear to be acquired at around this age. Also, although it is 
acknowledged that factors such as insecure attachment and separation anxiety can add to 
the vulnerability towards developing a specific anxiety disorder, a full discussion of these 
issues is beyond the scope of this essay.
Each specific anxiety disorder will be considered in turn, before a discussion about the 
implications of these for anxiety in general. Finally, conclusions will be made about how 
useful it is to view childhood and adult anxiety disorders as fundamentally different in 
practice.
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Simple Phobia
Definition
A simple phobia may be described as a persistent fear that is restricted to a certain 
stimulus, or class of stimuli, which is out of proportion to the danger posed by that 
stimulus, and leads to avoidance of that stimulus whenever possible, or is endured only 
with intense anxiety (Carr, 1999; Silverman & Rabian, 1994). This presentation is the 
same in children and in adults.
Epidemiology
Prevalence rates for childhood phobias have been estimated to be between 2.4% to 9.1%, 
with an average of about 5% across studies, indicating that simple phobias are the most 
commonly diagnosed of the anxiety disorders (King et al, 1998). The variation may be a 
result of the different methods of classification of simple phobia, different samples, 
different measures and different procedures employed across studies (Silverman &
Rabian, 1994), along with the fact that phobias are often co morbid with other anxiety 
disorders (Silverman & Rabian, 1994) making selection of samples problematic.
Age o f Onset
Simple phobias in childhood have been shown to occur earlier than other childhood 
anxiety disorders with a mean age of onset between 4.1 and 8.4 years (Ost & Treffers, 
2001). There does not appear to be much literature about adult onset phobias, with most 
cases originating in childhood, although studies suggest that phobias occur throughout 
adulthood, and age of onset varies according to the specific phobia (Ost & Treffers,
2001). In children too, the specific phobia is associated with the age of onset, and it has 
been suggested that specific fears are related to stages of cognitive development. Studies 
of childhood fears suggest that fears of loss of support, loud noises and unfamiliar people 
predominate in infancy, fears of imaginary creatures, small animals and the dark are more 
prominent in early childhood, and fears of a more social nature, or fears of bodily harm 
tend to occur as the child becomes older (Silverman & Rabian, 1994). It has been 
suggested that this reflects the child’s continuing cognitive development -  in Piagetian
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terms, as children’s perceptions change from the global and diffuse, to being more 
sophisticated and realistic (Bauer, 1976).
Phobia Acquisition
The acquisition of simple phobias has been studied most frequently in childhood. Davey 
(1997 -  cited in Field & Davey, 2001) has developed a model of human Pavlovian 
conditioning that accounts for phobia acquisition and maintenance (see figure one). The 
Pavlovian conditioning model proposes that exposure to a particular stimulus leads to that 
stimulus becoming feared if the exposure is accompanied by a traumatic event. The 
consequent feared stimulus becomes the Conditioned Stimulus (CS) and the traumatic 
event the Unconditioned Stimulus (UCS). The resultant behaviour (for example, 
avoidance) is known as the Conditioned Response (CR) (Field et al, 2001).
Despite being a conditioning model, Davey’s model takes into account the effect of other 
factors such as information and individual beliefs about the feared stimulus, and includes 
the three pathways of phobia acquisition proposed by Rachman (1967 -  cited in King et 
al, 1998), namely direct conditioning, modeling and instruction. Direct conditioning has 
been described above. Modeling is the way in which we learn about the potential threat 
posed by stimuli through observing the responses of others (for example, developing fears 
of the dark through observing older siblings at night time). Instruction refers to the fact 
that fears of stimuli can be enhanced by the information given about them. This seems to 
be particularly important in children who learn much about their world from parents and 
peers (King et al, 1998).
Davey’s model also takes into account the situation in which the CS-UCS pairing is 
experienced (for example, whether or not the CS has been experienced many times before 
without the accompanying traumatic experience) and existing beliefs about the CS and 
the UCS, which may be influenced by information from parents, siblings and friends 
(Field & Davey 2001) (see figure one). In this model these factors contribute to the 
individual’s expectancy of the outcome of contact with the CS (the UCS).
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- Experience with the UCS 
alone
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- Interpretation of interoceptive 
cues
- Cognitive rehearsal of the UCS
UCS Revaluation processes
Figure One, Schematic Representation of Davey (1997) model of Human Pavlovian 
Conditioning (cited in Field & Davey, 2001)
The same factors are proposed to influence appraisal of the UCS (the traumatic 
experience associated with the feared stimulus, or the outcome) along with interpretation 
of interoceptive cues (physical responses). Cognitive rehearsal of the UCS (ruminating 
over the aversiveness of the UCS) may also lead to a greater degree of physiological fear 
(Field & Davey, 2001).
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Davey’s model is useful in discussing differences between childhood and adulthood 
phobia, because it displays the potential environmental and individual influences on 
phobias that may differ between children and adults. Children have had less experience 
of certain situations than adults, and are less likely to have acquired their phobia through 
direct conditioning (King et al, 1998). Conversely, children who have experienced a CS- 
UCS pairing may be more likely to develop a phobia than adults, because they may not 
have had prior good experiences with the CS or the UCS. It has been suggested that lack 
of experience means that children are more likely to develop a phobia through verbally 
and culturally transmitted information and modeling, than direct conditioning (Field et al, 
2001).
Influence o f Instruction
The limitation of research in the field of anxiety is that it relies upon retrospective 
accounts of children, adults and parents about the origins of specific phobias, which may 
not be reliable. One study has investigated a prospective paradigm to determine the effect 
of instruction on the development of childhood fears (Field et al, 2001). Although not an 
investigation of specific phobia, this study showed that by providing instruction (in the 
form of a story) prior to experience of a certain toy, it was possible to invoke fear of the 
toy in children, particularly when the information was provided by adults, even if the 
adult was unknown to the child (Field et al, 2001). This study has not yet been replicated 
in adults, but the findings suggest that children may be more likely to develop fears and 
phobias as a result of instruction from adults than adults are, implicating the importance 
of verbally and culturally transmitted information on acquisition of phobia (and anxiety in 
general) in children compared to adults. It has been suggested that this is because 
children have much less experience of events than adults, and are less likely to have had 
non-aversive interactions with certain stimuli to counteract the effect of instruction (Field 
& Davey, 2001; Silverman & Rabian, 1994). More prospective research is required, 
particularly to investigate the development of phobias rather than fears, and to determine 
the role of verbally and culturally transmitted information on phobia acquisition in both 
children and adults.
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Behavioural Interventions
Based on Pavlovian conditioning, systematic desensitization, where the individual is 
gradually exposed to the feared stimulus whilst engaged in an activity (for example 
relaxation) that is incompatible with the conditioned response (avoidance), is commonly 
used with both children and adults with simple phobia (Ollendick & King, 1998) thus 
providing the individual with non-aversive experiences with the CS. Modeling, where 
observation of modeled approach behaviour to the CS without adverse consequences is 
the therapeutic technique, is also used. The fact that children are more influenced by 
instruction and modeling than adults may mean that the latter technique would be more 
effective in children. Both techniques have been shown to be effective for children 
(Ollendick & King, 1998), although most studies have only compared behavioural 
therapy to no-treatment conditions.
Cognitive-behavioural interventions have also been shown to be effective, but the 
mechanisms of change in such treatments are unclear. It may be that the behavioural 
aspects of the treatment are the active components. There is evidence to suggest that self- 
instruction (a cognitive technique) may be effective (Ollendick & King, 1998), but 
cognitive techniques probably depend on the developmental level of the child.
Cognition in Simple Phobia
Cognitive aspects of anxiety disorders in children have been identified as an area for 
future research, and the limitations outlined earlier have been highlighted (Prins, 2001). 
However, findings have been made indicating particular aspects of cognitive structure in 
phobic children and how these may differ fi*om adults. Graham & Gaffan (1997) 
investigated the etiology of water phobic children and adults. They found that children’s 
fear of water was associated with much more generic factors than adult’s. Adults’ fear of 
water was found to be associated with social anxiety alone, indicating a specific fear that 
may be connected to social or performance anxiety (adults may be more likely to fear the 
thought of what others think of their inability to swim). Children’s fears were associated
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with generic factors such as fear of the unknown and danger. The authors suggest that 
these findings show differences in the etiology of water phobia in children and adults.
They suggest that adult’s experiences be investigated in more detail to consider the 
hypothesis that generic fears develop differentially as a result of experience (i.e. the more 
aversive experiences the person has with the feared stimulus, the more specific their fears 
become).
Differences between adults and children’s cognitions about feared stimuli may also be a 
result of cognitive development. Before the age of eleven, reasoning is much more 
concrete and children are only able to consider observable, tangible concepts, whereas 
older children and adults can consider more abstract concepts. Additionally, older 
children and adults are more aware of concepts of time, and take past, present and future 
into account (Wadsworth, 1996). This may mean that, as individuals become older, they 
are more able to consider the implications of a feared stimulus over time, and relate them 
to past experiences, rather than being bound to the ‘here and now’.
Differences in cognitive development may influence the potential effectiveness of 
cognitive components of therapy in children and adults. The fears associated with the CS 
may be different and more difficult to access in children. It appears much more difficult 
to unravel the cognition ‘it’s dangerous’ than the more specific ‘if I can’t swim people 
with laugh at me’. Behavioural techniques such as modeling and exposure to the CS 
without aversive consequences seem much more likely to be effective in children, and 
may be changing cognitions, although they are not specific cognitive techniques.
The fact that children under eleven years tend to be unable to consider the future may 
impact on their motivation for any treatment. Avoidance of the CS provides instant relief 
from anxiety, whereas therapy will provide relief over time, something that may not make 
sense to young children. So, levels of cognitive development may mean that children are 
less likely to benefit fi’om therapy than adults, unless that therapy is relatively rapid.
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In terms of Davey’s model, cognitive development, amount of experience with the CS 
and information will influence appraisal of both the CS and the UCS, suggesting that 
children and adults will differ in this respect. This means that there may be significant 
differences between the underlying structure of childhood and adult phobias. Whether 
these differences are fundamental is arguable, because these underlying aspects of simple 
phobia lead to the same response in both children and adults - avoidance of certain 
stimuli. The differences may, however, have important implications for treatment, and it 
is worth considering developmental age in interventions.
Obsessive Compulsive Disorder
Definition
OCD may be defined as the presence of recurrent obsessions or compulsions that are 
significantly time consuming, cause distress or interfere with the individual’s 
occupational or social functioning (American Psychiatric Association, 1994). Obsessions 
may be defined as intrusive thoughts, images or impulses that are not in line with the 
individual’s belief system (ego-dystonic), senseless and cause anxiety or distress. 
Compulsions may be defined as repetitive behaviours, whose primary aims are to reduce 
anxiety or distress (Henin & Kendall, 1997; Leonard, Swedo, Allen & Rapoport, 1994).
It has been suggested by DSM-IV that OCD in children and adults exists on a continuum, 
but should be differentiated in terms of the high level of insight adults have into the 
senselessness or excessiveness of their symptoms, compared to children. Many earlier 
studies and reviews stated that the presentation of OCD in children and adults are almost 
identical (For example, Berg, Rapoport, Whitaker, Davies, Leonard, Swedo, Braiman & 
Lenane, 1989; Flament, Whitaker, Rapoport, Davies, Berg, Kalikow, Sceery & Schaffer, 
1988). More recently, research has shown that there may be important differences in the 
presentation and etiology of childhood and adulthood OCD, suggestive of different 
subtypes of the disorder (Geller et al, 1998; Riddle, 1998; Shafran, 2001)
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Epidemiology
The limitations on prevalence rates for simple phobias cited above also apply to OCD, 
particularly those relating to diagnostic criteria, and estimates have varied from between 
0.2% and 4% (Shafran, 2001). It has been suggested from collation of various 
epidemiological studies that around 2% of children and adolescents suffer from OCD.
Like most other anxiety disorders, OCD is often co morbid with other psychiatric 
disorders, such as depression, eating disorders and other anxiety disorders, making 
estimates of prevalence difficult (Henin & Kendall, 1997).
Age o f Onset
Recent research has shown that there appear to be two distinct peaks in age of onset of 
OCD symptoms, with adult OCD studies showing a mean age of onset of twenty-one 
years and childhood OCD studies a mean age of onset of 10 years (Geller et al 1998). 
Additionally, the gender distribution of males to females is 3:2 in children, and 
approximately equal in adults (Geller et al, 1998; Shafran, 2001). It has been suggested 
that these differences indicate two separate subtypes of OCD, one with age of onset in 
childhood, affecting predominantly males, and one with onset in adulthood (Geller et al,
1998).
Obsessions and Compulsions
Most children with OCD have both obsessions and compulsions, but some experience 
compulsions only (Carr, 2001 ; Shafran, 2001), reporting that they are not sure why their 
compulsions exist, but that things ‘don’t feel right’ unless the behaviour is completed. 
Children report compulsions more frequently than obsessions (Henin & Kendall, 1997), 
in contrast to their adult counterparts. It may be that some children have not yet 
developed the cognitive capacity to identify the obsessions driving compulsive behaviour 
(Shaftwi, 2001) or it may be that in some children compulsions develop as a result of 
neuro-developmental factors, which are later rationalized and accounted for by obsessions 
(Schultz et al, 1999). Further research is required to investigate whether compulsions
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result from obsessions in all, or only some cases, and whether it is possible that 
rationalizing compulsive behaviour can lead to obsessions.
There has been little research into the nature of obsessions in childhood OCD (Shafran, 
2001) but it seems as though the relationship between obsessions and compulsions is less 
obvious in children than in adults (Piacentini, 1999) The current state of affairs appears to 
involve adapting adult models of OCD to fit children and using these to develop 
cognitive-behavioural interventions (March, 1995; March et al, 2001; Piacentini, 1999; 
Rapoport & Inoff-Germaine, 2000). However, the nature of obsessions in children may 
differ from adults in terms of their cognitive development. If young children lack the 
capacity for abstract reasoning, it is difficult to see how obsessions relate to compulsions 
in children in the same way as adults. For example, one of the cognitive theories of adult 
OCD concerns an inflated sense of responsibility for the cause and prevention of harm (‘if 
I don’t act when I can forsee danger, then I am to blame for any consequences if it 
happens’) (Salkovskis et al 2000). The authors suggest that everyone experiences 
intrusive cognitions, but it is this sense of responsibility that drives people with OCD to 
engage in compulsions as preventative measures. Young children, able only to consider 
concrete, tangible concepts in the ‘here and now’, may not be capable of such 
sophisticated thought. This may explain the high rate of children with OCD who report 
compulsions only. It may be that they do not have obsessions, or that their cognitions are 
not so well developed as to reason them through and describe them as adults do. 
Therefore, cognitive therapy with children with OCD may again be difficult for 
developmental reasons. Behavioural techniques such as exposure and response 
prevention (ERP) where patients are exposed to a feared situation (for example having 
dirty hands) and prevented from acting (for example from washing them fifty times) 
would seem more likely to be effective in children. Once again this intervention may be 
changing cognitions by disconfirming the belief that something terrible will happen if 
they do not engage in their ritual, but not via cognitive methods. In the absence of 
research into the cognitions of children with OCD, it is impossible to know what these 
cognitions are (Shafran, 2001). CBT treatments of childhood OCD have been shown to
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be effective, but it is unclear whether the cognitive or the behvaioural components (or 
both) are active in producing change. It has been recommended that future research 
investigates the mechanisms of change in CBT research (March et al, 2001).
Influence o f Modeling/Instruction
The influence of parental modeling and instruction has been shown to be important for 
children with OCD via studies investigating the role of parental involvement in treatment. 
Studies have shown that response to treatment is more positive when the therapist and 
parents take part in modeling exposure to the feared situation without engaging in rituals, 
and providing instruction to children about the non-aversiveness of the situation (March 
et al, 2001; Labellarte et al, 1999; Rapoport & Inoff-Germain, 2000). Children are 
probably highly influenced by information transmitted to them about their OCD, because 
they usually live with their parents and rely on them to provide instruction that will 
ensure their safety. As people develop they become more independent and begin to rely 
more on their own judgment and prior experiences.
Neuropsychological Findings
There have been few studies investigating the neuropsychology of OCD in children 
(Schulz et al, 1999), but those that have indicate that children with OCD perform 
significantly more poorly on neuropsychological tests than controls (Schultz et al, 1999). 
Shafran (2001) reports that findings in studies of adults with OCD have been more 
conflicting and suggests that this may be because adult samples include individuals with 
both adult and child onset OCD which may have fundamentally different causes.
Biological Theories
Childhood OCD has been shown to have a greater genetic linkage than adult onset OCD 
(Geller et al, 1998; Leonard et al, 1992; Shafran et al, 2001). It has also been shown to 
have a greater association with other repetitive disorders such as tics and Tourette’s 
syndrome (Riddle, 1998; Shafran, 2001; Swedo et al, 1989). Finally, it has been 
hypothesized children contracting Group A Beta-hemolytic Streptococcal infections
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(GABHS) may go on to develop repetitive disorders such as tics and OCD (known as 
Paediatric Auto-immune Neuropsychiatrie Disorders Associated with Streptococcal 
Infections (PANDAS)) (Geller et al, 1998). However, this hypothesis has been called 
into question (Shafran, 2001) and does not take into account the fact that not all children 
with OCD have had GABHS infections and not all children who have go on to develop 
OCD symptoms. Also, there is not always a genetic linkage or an association with 
Tourette’s syndrome or tics in young children with OCD. Despite these arguments, the 
hypothesis is interesting and it has been suggested that there may be an etiologically 
distinct subtype of the disorder that occurs only in childhood. Future research may show 
that some children at least have OCD symptoms associated with neurobiological causes.
It has been suggested that the biological disorders described above are linked to 
abnormalities in the basal ganglia and serotonergic systems of the brain (Geller, 1998; 
Riddle, 1998; Shafran, 2001). The same systems are implicated in OCD that is unrelated 
to biological causes (Schultz et al, 1998), indicating that the underlying neuropathology is 
the same regardless of how it was acquired. It may be that these systems are different in 
people with OCD for a variety of reasons, making them vulnerable to the development of 
the disorder given the correct circumstances. So although evidence suggests that there 
may be a subtype of childhood OCD that is fundamentally different in cause to adult 
OCD, there is no evidence that this makes any difference to the development of the 
disorder. It is generally accepted that selective serotonin reuptake inhibitors, which 
increase the amount of serotonin in the brain are effective in treating both adult and 
childhood OCD pharmacologically (Rapoport & Inoff-Germain, 2000) suggesting that 
this system is affected in both groups.
The research literature on childhood OCD seems to suffer from the same limitations as 
that for simple phobias. People with OCD are likely to have other, co-morbid disorders 
making sample selection problematic, studies of treatment effectiveness rarely involve 
comparison treatment groups, measures of anxiety and OCD symptoms vary across 
studies and self-report measures are often used that can be unreliable. Despite this some
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conclusions may be drawn as to the potential differences between childhood and adult 
OCD. Cognitive development may play an important role in the development of 
obsessions that lead to compulsions and it may be that children must reach a certain stage 
of development before cognitions can be identified and used in treatment packages. 
Behavioural techniques may be more effective in treating childhood OCD. Also the 
influence of information and modeling may be much more important in treating children 
with OCD than in adults. Finally, the notion that childhood OCD may develop from 
more biological factors than adult OCD and constitutes a developmental subtype of OCD 
requires further investigation. It may be that children developing compulsions as a result 
of neurological abnormalities later rationalize these behaviours by developing obsessions 
once an appropriate level of cognitive development has been reached (Schultz et al,
1999).
So there are clearly some differences in OCD and simple phobia between children and 
adults. Can these be generalized to all anxiety disorders?
Childhood Anxiety Disorders in General
The problems with research into OCD and simple phobia are likely to apply to other 
forms of anxiety, including comorbidity (Henin & Kendall 1997; Ost & Treffers, 2001; 
Silverman & Rabian, 1994), the lack of valid and reliable measures (Labellarte et al,
1999) retrospective designs (Field et al, 2001; Graham & Gaffan, 1997; King, Eleonora & 
Ollendick, 1998) and the absence of a consistent research protocol to evaluate 
psychological treatments (Labellarte et al, 1999). Research into aspects of anxiety 
specific to children has been scarce until recently, and it seems the approach has been to 
adapt adult models of anxiety disorders to apply to children.
Cognitive Development
The findings presented here suggest that cognitive development is an important factor that 
may differentiate adult anxiety from childhood anxiety. In childhood simple phobias, 
fears of the CS are related to generic factors, which become more specific with
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development. In childhood OCD obsessions are either absent or not identified in a 
specific way. It is likely that cognitive development plays a part in other anxiety 
disorders also. For example, in panic disorder, the individual must incorrectly interpret 
bodily sensations, leading them to believe they are going to die; a certain level of 
cognitive development must have been reached before such interpretations can take place. 
However, studies have shown that cognitive distortions are related to anxiety symptoms 
in childhood, suggesting that cognition is worthy of consideration in children. Weems 
and colleagues (Weems et al, 2001) showed that catastrophising, personalisation and 
overgeneralisation were related to specific aspects of anxiety in children and that 
cognitive errors become more closely associated with anxious symptoms with age. There 
is a distinct lack of research in this field, but it seems that studies need to investigate 
cognitive aspects of anxiety disorders within a developmental framework, taking into 
account the logic and reasoning capacities of children at various ages. At present it is 
unclear what impact cognitive development has on the development and presentation of 
anxiety symptoms in children, but in general, it seems that anxious cognitions become 
more specific as we develop.
Until cognitive theories of childhood OCD become more specific, the apparent 
effectiveness of CBT should be considered with caution. The effectiveness of 
behavioural components of CBT is well established (March et al, 2001), but little is 
known about whether the cognitive component significantly alters the cognitions 
surrounding anxiety in children.
Environmental Influence
In simple phobia, it has been suggested that children are influenced more by verbally and 
culturally transmitted information than direct experience with the feared stimulus and that 
information provided by an older person is more influential in developing specific fears 
than that provided by peers (Field et al, 2001). In contrast, adults have been found to be 
more likely to acquire a simple phobia by direct experience (King et al, 1998). This may 
be because the child has had fewer experiences with the feared stimulus. Also, children
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are much more dependent on information presented to them by parents, teachers and 
carers, and learn from others more easily than adults, presumably because they are more 
dependent on others and it is more adaptive for them to do so. This may generalize to all 
anxiety disorders, and has implications for treatment. The role of parental involvement in 
treatment has recently been investigated, and it has been shown that cognitive- 
behavioural techniques are more effective when parents are involved (Mendlowitz et al,
1999).
Subtypes
The OCD literature suggests that there may be biological differences in childhood and 
adult onset OCD. It seems as though tic-related OCD and OCD associated with 
neurological infection may differ from anxiety-related OCD in age of onset, 
neuropsychological abilities and the development of obsessions. The literature provides 
the strongest evidence for the existence of fundamental differences between a specific 
childhood and adult anxiety disorder. However the notion of childhood OCD being a 
developmental subtype of the disorder is not well established and implications for 
treatment are unclear.
Do These Differences Indicate that Childhood and Adulthood Anxiety Disorders are 
Fundamentally Different?
The evidence presented here suggests that most anxiety disorders begin in childhood and 
progress into adulthood, indicating that the disorders are not fundamentally different, but 
develop along with the individual’s cognitive ability, experience and decreasing reliance 
on information provided by others. The physiological responses and behavioural 
presentation are essentially the same in both children and adults (in simple phobia, intense 
fear and avoidance of the CS, in OCD engaging in repetitive, ritualistic behaviours driven 
by obsessions) and form the basis of diagnostic criteria in DSM-IV (American Psychiatric 
Association, 1994), indicating that anxiety disorders in children and adults are 
fundamentally similar. It has been shown that childhood anxiety symptoms in children 
generally map on to the different diagnostic classes used in DSM-IV suggesting that these
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are valid (Spence, 1997). Those anxiety disorders that occur in children only (for 
example, separation anxiety) have not been considered here, but it seems that although 
these types of disorder disappear with age, they may lead to vulnerabilities to developing 
an anxiety disorder (trait anxiety or anxiety sensitivity). So if we view anxiety disorders 
as existing on a developmental continuum, it cannot be said that they are fundamentally 
different in children and adults.
However, there are important differences that have implications for treatment. It may be 
useful to view childhood and adulthood anxiety disorders separately when considering 
interventions, as the current situation in which adult models are applied to children is 
unacceptable. Consideration must be given to the fact that young children are bound in 
the present -  an intervention must be fairly rapidly effective for a child to be motivated to 
continue. If an intervention is aimed at cognitive abilities that are not yet developed (for 
example appraisal of responsibility in OCD) the intervention is unlikely to be useful. 
Involving the family in treatment is much more likely to have a positive effect on 
treatment outcome in children who rely more on information from others than adults. 
Finally, the beliefs and cognitions about anxiety are much more difficult to access in 
children, so that the possibilities of changing them are limited.
In summary, anxiety disorders in childhood and adulthood may be best viewed as existing 
on a developmental continuum. This does not mean viewing them as the same, however. 
Important differences exist between the two groups, and need to be considered when 
designing interventions. The main problem in considering this issue is the lack of 
consistent approaches to research. Studies use different sampling techniques, anxiety 
measures and designs. Studies into treatment effectiveness need to be more consistent in 
their approach, because it can be difficult to make generalizations when samples, 
measures and treatment protocols may differ across studies. More research is needed to 
investigate the effectiveness of specific components of CBT in young children, and to 
compare CBT to other forms of treatment, because improvements may be due to non­
specific aspects of treatment, such as therapist contact.
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^Dementia Can Not Be Cured -  It Takes Its Course^
Critically Evaluate With a Discussion of Known Theories of Cause and Treatment
Approaches.
Introduction
According to current diagnostic criteria, dementia is characterized by multiple cognitive 
impairments, including impairments in memory (DSM-IV, American Psychiatric 
Association (APA), 1994). Most forms of dementia occur in the older population (age 
forty and upwards) and prevalence has been estimated at 3% of the general adult 
population (DSM-IV, APA, 1994). It has been suggested that the rate is increasing 
because the general population is now living to older-old age (over eighty years) and the 
prevalence of dementia has been shown to double every 5.1 years in people over sixty- 
five (Bond, 1992). This means that there are now more people living who are likely to 
develop dementia. The increasing numbers of people with dementia may explain the 
surge in interest in theory and treatment over the past twenty years. The existence of 
sufficient numbers of clients to engage in research has made this possible, where it was 
previously difficult to obtain adequate power (Gray & Della Sala, 1996). Additionally, 
there seems to be an awareness that as the population of dementia sufferers grows, there 
will be increasing numbers of individuals requiring expensive long term in-patient care, 
in units that are currently under-funded and ill-equipped to care for their clients 
effectively (Erkinjuntti, 1999; Lyman, 1989; Morton, 1999). There is now a real need to 
investigate methods of delaying the course of symptoms and caring for clients in more 
clinically and cost-effective ways. It is hoped that, eventually, a cure will be found for 
this devastating illness.
Diagnosis
Initially, it is vital that depression is excluded as a possible cause of memory problems 
and poor concentration. Early dementia and depression are known to be particularly 
difficult to differentiate in older adults (Miller & Morris, 1996; Wood, 2001; Zurad,
2001). Other conditions may also cause dementia-like symptoms that are reversible with
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treatment, such as hypothyroidism. These are known as pseudo-dementias (DSM-IV,
APA, 1994).
Diagnosis of dementia must follow identification of initial significant memory 
impairment, plus cognitive impairment in language (dysphasia), coordination (dyspraxia), 
recognition (agnosia) or planning and attention (executive functions). These impairments 
must have a significant impact on everyday functioning and reflect a decline from 
previous levels of ability (DSM-IV, APA, 1994).
It is then important to differentiate between the various types of dementia. The most 
common is Alzheimer’s Type Dementia (AD) (70% of the population with dementia), 
followed by Vascular Dementia (15% of the population with dementia) (Zurad, 2001).
The main difference is that AD has insidious onset and slowly progresses, whereas 
Vascular Dementia progresses in a step-wise fashion, with periods of stability of 
cognitive functioning, interspersed with sudden and noticeable reductions in abilities. 
These are thought to be associated with tiny strokes occurring in the brain (Cerebral 
Vascular Accidents), hence the term Vascular Dementia (Chui, 1998). Other forms of 
dementia include Parkinson’s Disease, Huntingdon’s Disease, Pick’s Disease and CJD, 
all of which have different etiologies. AD will be referred to for the majority of this 
essay, because it is the most common form of dementia and has most frequently been 
studied (Morris, 1996).
The statement -  ‘dementia can not be cured -  it takes its course’ will be discussed in four 
stages. First, problems with charting the course of dementia, including research 
limitations will be outlined. Then, with these difficulties in mind, biological theories and 
treatments will be reviewed, considering whether treatments can alter the course of 
dementia, particularly in terms of neuropsychological functioning. Psychological theories 
and interventions will then be discussed, in the context of considering ihQ person with 
dementia. Finally, all the evidence will be considered to determine whether the statement 
is true, and also the effect it may have on attempts to ameliorate the condition.
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Charting the Course of Dementia
Methodological Issues
Determining the course of dementia has been subject to a number of practical and 
methodological problems (Gray & Della Sala, 1996; Morris 1996). This has been 
discussed most frequently in relation to AD. The first problem is that diagnosis of AD 
can only be confirmed at autopsy. Current criteria for diagnosis have been found to be 
between seventy-five and ninety percent accurate (Morris, 1999) so it may be that studies 
have included subjects that may not have AD. Additionally subjects may vary on level of 
education, age of onset, residential setting and family circumstances, all of which may 
affect the progression of dementia (Gray & Della Sala, 1996; Morton, 1999). Subject 
attrition may be a factor to consider when examining longitudinal studies, which clients 
may not complete due to rate of decline, poor motivation or death. This may lead to the 
situation where a sub-group of higher-functioning, more motivated individuals than is 
representative of the general population of people with dementia are completing 
longitudinal studies.
The number of participants in studies tends to be low, so that statistical power may be 
insufficient to detect significant results, particularly when there is a high rate of attrition. 
This may account for disagreement among researchers about the course of deterioration 
(Gray & Della Sala, 1996). Finally, the reliability and validity of the tests used to 
measure the symptoms of dementia is important, and comparisons between studies are 
difficult because they use different measures. It has been suggested that the Wechsler 
Adult Intelligence Scale -Revised (WAIS-R) and the Dementia Rating Scale (DRS) 
should be recommended as robust indicators of decline in AD (Gray & Della Sala, 1996).
These considerations make it difficult to interpret findings from treatment trials. Despite 
this, a number of biological and psychological interventions have arisen which promise to 
at least delay the course of dementia, particularly AD.
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The Course of Dementia
The course of AD has most frequently been described. AD is accepted to progress 
through three phases. The first, the ‘forgetfiilness phase’ concerns difficulties 
remembering recent events, and the names and faces of familiar people. There may be 
some anxiety or irritability and problems with concentration. The second stage, the 
‘confusional phase’ is associated with increasingly poor attention and decline in general 
cognitive function. Memory, orientation and speech and language deteriorate further. 
These problems contribute to decreasing social competence, confabulation to compensate 
for poor memory and a lack of interest in news or surroundings. Finally, individuals in 
the ‘dementia phase’ show lack of purposeful behaviour and further deterioration of 
memory and language. Activities of Daily Living (ADL) are severely impaired and the 
individual requires assistance with most aspects of toileting, grooming, feeding and 
dressing. This phase can last up to one or two years before the individual dies 
(Thompson, 2002). This course is specific to AD, but common to all irreversible 
dementias is the view that there is a decline in cognitive and behavioural functioning and 
activities of daily living until death.
Biological Theories of Dementia
Most progress has been made in theories of AD, so these will be discussed initially. The 
actual cause of AD is still under investigation, although there is strong evidence of an 
inherited genetic link (Breitner, 1999). Therefore, a family history of dementia is an 
important aspect of assessment. It has been estimated that the proportion of variance in 
population predisposition to AD attributable to genes is between sixty and eighty percent 
(Breitner, 1999).
It has also been suggested that high levels of ingested aluminium contribute to the 
development of AD, because autopsy studies have found that this element occurs in 
higher than normal concentrations in areas of brain tissue associated with AD in people 
with AD (Morris, 1996). However, this is not a consistent finding and may be an artifact
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of the procedures used to detect it (Morris, 1996). Attempts to find a link between AD 
and viral infection have failed (Breitner, 1999).
Neuropathology 
Structural Changes
It has been found from autopsy of the brains of people with AD that there is significant 
cell loss in sub-cortical areas including the hippocampus (associated with memory) and 
the amygdala (associated with emotion and personality). There is also extensive cell-loss 
in the parietal (associated with visuo-spatial deficits), temporal (associated with agnosia 
and dysphasia) and frontal (associated with deficits in executive and social functioning) 
cortex (Bradshaw & Mattingly, 1995).
Significant cell loss is associated with Neuritic (senile) Plaques and Neurofibrillary 
Tangles (Bradshaw & Mattingley, 1995; Morris, 1996). Neuritic plaques consist of 
concentrations of beta-amyloid protein in the spaces between brain cells. They 
accumulate particularly around the terminals of cholinergic neurons in the hippocampus, 
amygdala and cortex, and eventually vanish, leaving empty spaces. Neurofibrillary 
tangles consist of paired double-helical filaments in the cell bodies of neurons composed 
of tau-protein in an abnormally phosphorylated state. They are found in parietal, 
temporal and frontal cortex, as well as the limbic structures, raphe nucleus, substantia 
nigra and cholinergic system (Bradshaw & Mattingley, 1995).
The existence of the above abnormalities in the brain are likely to be attributable to an 
inherited genetic link, with genes coding for the abnormal development of the proteins 
responsible for plaques and tangles (Breitner, 1999). Interestingly, the gene coding for 
beta-amyloid protein has been linked to chromosome 21, which is also involved in the 
expression of Down’s Syndrome, a condition known to be linked to a high prevalence of 
dementia (Breitner, 1999). Genetic interventions for dementia are still experimental, and 
research has not yet been carried out on the human population. However, this is one 
possible area in which a cure for dementia may be found.
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It is likely that senile plaques and neurofibrillary tangles are associated with the 
neuropsychological deficits that occur in individuals with AD, because the areas in which 
they are found are associated with precisely those deficits that are impaired, and their 
occurrence correlates highly with the degree of cognitive dysfunction observed prior to 
death (Bradshaw & Mattingley, 1995).
Neurochemical Changes
As has already been noted, the structural changes observed in the brains of people with 
AD include disruption of the cholinergic system - pathways in the brain that are served by 
the neurotransmitter acetyl choline (ACh). ACh is believed to be under-active in people 
with AD (Richards, 1996; Zurad, 2001). Depletion of Acetyl-cholinergic activity in the 
amygdala and hippocampus has been associated with the memory and attention 
impairments seen in people with AD. Disruption in the entorhinal limbic system, has 
been suggested to account for memory problems, by disconnecting the areas of the brain 
responsible for memory formation (hippocampus) from those associated with the 
executive frmctions (frontal lobes) necessary for effective encoding and retrieval (Morris, 
1996).
Neuropsychological Changes
The neuropsychological deficits seen in people with AD are widespread and 
heterogeneous (Morris, 1996) although the observed heterogeneity may be a result of the 
methodological issues surrounding AD research outlined above. Briefly, there are 
generally deficits in episodic memory (memory for events over a period of minutes, days 
or weeks) with preservation of autobiographical memory (memory for events in the 
remote past). Semantic memory (memory for knowledge about the world) becomes 
impaired later on in the course of AD (Morris, 1996).
It is also reported that there is an impairment in the executive functioning of individuals 
with AD, and it has been suggested that this may contribute to deficits in memory
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(Morris, 1996; Thompson, 2002). Executive fonctions are mediated by the frontal lobes, 
and concern directing attention to, organizing and processing information. Baddeley’s 
model of working memory (Baddeley & Hitch, 1974) proposes that there are two slave 
systems involved in visual and verbal memory -  the visuo-spatial sketch pad and the 
articulatory loop system respectively -  and that processing in these two systems is 
controlled by the Central Executive (see figure 1).
CENTRAL EXECUTIVE
VISUO-SPATIAL ARTICULATORY
SKETCH PAD LOOP SYSTEM
Figure 1 The Working Memory Model (Baddeley and Hitch, 1974)
The visuo-spatial sketch pad is involved in maintaining images of visual information. In 
AD, it is thought that the visuo-spatial sketch pad is impaired, as evidenced by poor 
performance on the Corsi-block task (Thompson, 2002). The Articulatory Loop System 
is involved in the recall of verbal information by enabling the covert repetition of verbal 
material, facilitating retrieval. This system is reported to be relatively spared in AD 
(Morris, 1996; Thompson, 2002). The processing of material in these two systems is 
modulated by the Central Executive System. The Central Executive is comprised of 
cognitive processes called executive functions, enabling us to direct, maintain and shift 
attention so that stimuli can be processed in the two slave systems, particularly when we 
are carrying out more than one activity at a time. People with AD are observed to be 
impaired on recall when their attention is divided between two tasks, compared to 
controls (Morris, 1996), indicating impairment in the central executive. This impairment 
may therefore be responsible for the memory deficit in AD, and may be associated with 
frontal lobe damage, or lesions in the entorhinal cortex, disconnecting the frontal lobes 
from the hippocampus (Morris, 1996).
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Finally, there is a deterioration of language ability. Word-finding and naming difficulties 
are observed in early dementia, followed by impaired comprehension and vague content 
of speech in moderate dementia, and then meaningless repetition of words or mutism in 
severe dementia (Morris, 1996). The removal of content in speech in the moderate to 
severe stages reflects deterioration in semantic memory, which concerns our permanent 
representations of knowledge about the world, including the meaning of words.
These are the main areas of neuropsychological functioning that deteriorate in AD. Other 
forms of dementia show a different course, and it would be impossible to describe them 
all here. For example individuals with Vascular Dementia show much more variation in 
the presentation of cognitive deficits, associated with the specific timing, severity and 
location of the small strokes (Chui, 1998). Neuropsychological deficits are important in 
considering treatments for dementia, because they tend to be the main indicators for 
improvement in trials of biological interventions.
Biological Interventions
Biological interventions for AD are a relatively new development and most are still 
experimental. Medication generally targets the cholinergic system, which is known to be 
disrupted in people with AD and is associated with the neuropsychological deficits 
outlined above (Bums, Russell & Page, 1999; Richards, 1996; Zurad, 2001). Medication 
has been developed over the past ten years that claims to delay the progress of AD. The 
most recently developed biological interventions, Donepezil Hydrochloride (Arocept), 
and more recently Galantamine Hydrobromide (Reminyl), act by reducing quantities of 
acetyl cholinesterase, an enzyme that breaks down ACh, increasing concentrations of 
ACh. Reminyl also acts by making the nicotinic ACh receptor site more sensitive to the 
neurotransmitter, improving memory and learning (Maelicke, Schrattenholz, 
Samochocki, Radina & Albequerque, 2000). It has been shown that these interventions 
can either delay decline in, or improve neuropsychological functioning in people with
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AD. For example, one study found that administration of Arocept produced an 
improvement in performance on a test of visuo-spatial memory (Thompson, MacDonald 
& Coates, 2001). Other studies have shown that significantly more improvements were 
seen on cognitive assessments specifically designed for dementia (for example, the 
cognitive sub-scale of the Alzheimer’s Disease Assessment Scale -  ADAS-Cog) in 
individuals administered Arocept, as compared to those given a placebo drug (Bums et al,
1999). Similarly, Reminyl has been shown to produce significant improvements in 
ADAS-Cog scores compared to placebo (Tariot, Solomon, Morris, Kerhaw & Lilenfield,
2000). The same study also found that there was a delay in the emergence of behavioural 
symptoms such as anxiety and disinhibition, in those administered Reminyl, compared to 
placebo. The results are encouraging, although they can not be viewed as ‘cures’ for 
dementia, because they only delay the progress of cognitive and behavioural decline 
(Bums et al, 1999).
Other biological interventions are also being investigated which may delay the onset and 
progress of AD and other dementias, including Non-Steroidal anti-inflammatory drugs. 
Hormone Replacement Therapy, Histamine Blocking Agents and red wine (Breitner, 
1999) as well as Vitamin-E (Bums et al, 1999). These potential preventative agents are 
still under investigation.
Biological treatments for other forms of dementia do not seem to have progressed much 
further then those for AD. For example, there is currently no cure for Vascular dementia. 
The approach is to prevent further cognitive decline by attempting to prevent further 
strokes (ischaemic attacks) using medication, but attempts to restore cognitive function 
have failed (Chui, 1998).
Although as yet there is no biochemical ‘cure’ for AD or other types of dementia, the 
possibility of delaying the deterioration of functioning is very encouraging. It has been 
suggested that the status of AD as an incurable condition leads to pessimism among 
healthcare professionals (Zeisel & Raia, 2000) and this may affect the progress of the
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client. Individuals now may begin to believe that their condition may be managed, rather 
than face the grim prospect of a gradual deterioration into dependency, therefore 
changing their perception of the future. This may help to prevent depression, which is 
known to often accompany AD and accelerate deterioration (Morton, 1999; Zeisel &
Raia, 2000).
Moving Away from the ^Médicalisation  ^of Dementia
The theories described above have been useftil in identifying common features of 
dementia, and in developing treatments that may delay symptoms for some individuals. 
They do not account for the individuality of people with dementia, or consider the 
personal experience of those individuals (Woods, 2001). Kitwood (Morton, 1999) was 
highly critical of the medical approach to dementia, believing that what he called the 
‘standard paradigm’ excluded other factors and perspectives that could enhance our 
understanding of the condition.
The medical approach to dementia views decline as the result of irreversible deterioration 
of brain tissue, which at present cannot be stopped or reversed (although recent 
developments has shown that it can be delayed). It has been suggested that this 
conceptualization fails to consider the personality, biography, physical health and social 
psychology of the individual (Morton, 1999; Woods, 2001).
Kitwood suggested that the focus on neuropsychological deficits enabled carers to detach 
themselves emotionally from the person with dementia, leading to a ‘malignant social 
psychology’ (MSP) (Morton, 1999). The MSP was characterized by a list of behaviours 
which, although not performed intentionally, were common to carers of people with 
dementia and resulted in disregard of the subjective experience of the person with 
dementia (for example, ignoring and labeling). These behaviours may be seen to 
contribute to the denial o f‘personhood’ or sense of self. ‘Personhood’ requires an 
emotional bond with at least one other person, as well as a place of significance in a
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human grouping, on the basis of religion, family, friendship, occupation and so on 
(Kitwood, 1997).
Social, material and 
Personal losses
Person functioning 
‘normally’
Objectification 
Banishment, etc
self rendered 
vulnerable, loss of 
self esteem NI
registered by 
self and others
Sense of shame. 
Further lowering 
Of self-esteem
Incontinence Vegetation
Loss of personhood 
Physical illness further NI
Further NI
Diminished sense 
Of personhood
i
Further N1
DF.ATH.
Î
Radical
Depersonalization
Apathy, 
depression, 
protest
Further NI
Taken into an Further loss of
institution as a efficacy, social skill
‘dement’
Loss of efficacy 
social skill and 
self-esteem
Help given 
By others
Sense of 
disempowerment
i
Further loss of 
Outpacing, invalidation, efficacy, social skill and
Stigmatization etc self-esteem
Special care arranged
Label accepted
intimidation through medical 
procedures: labeled as’early stages of 
Dementia’
Figure 2  Kitwood^s Model of the Dementing Process (cited in Morton, 1999f  (NI ■ 
Neurological Impairment)
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Kitwood proposed that denial of personhood occurs when people do not acknowledge 
one’s presence or treat one as though one is worthy of their consideration (Morton, 1999). 
It was this, along with the neurological impairment, individual personality, physical 
health and biography that Kitwood believed contributed to the course of dementia (see 
figure 2). As can be seen, viewing the course of dementia in this way allows the 
complexity of the condition to be recognized. Intervention at any one of these stages may 
change the course of dementia, or at least delay it to some degree.
Psychological Approaches to Dementia
It is useful to consider various aspects of dementia before planning any interventions. 
Attitudes are very important, as has been described above. Of particular concern is the 
fact that many carers take on board the ‘living death’ model of dementia, where people 
with dementia are viewed as having lost their ‘self and their body remains to be cared for 
physically until death (Woods, 2001). A positive approach can only develop if the 
individual is encouraged and given a sense of dignity, self-respect, choice and 
independence. These considerations are similar to those arising from the concept of 
Social Role Valorization associated with people with learning disabilities (Woods, 1999). 
Changing attitudes to a more positive approach facilitates carers in gaining insight into 
the experience of the person with dementia, and enables them to perceive their 
individuality. It is then that effective interventions can be developed (Woods, 1999).
A second consideration is the individuality of the person with dementia. The medical 
approach seems to focus on finding commonalities and designing biological interventions 
and care-giving environments that best suit the majority of the population with dementia. 
Psychological approaches may be more flexible, and take into account differing levels of 
cognitive impairment in different domains. There are also great differences between 
individuals’ interests, personality, life-style, coping skills and life experiences (Woods,
1999).
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A third consideration is that learning is possible in people with dementia. It was thought 
that deficits in memory precluded any progression in learning new skills, or re-training 
people in those skills that may have been lost for a variety of reasons (for example, 
institutional care). It has been discovered that people with dementia can still learn under 
classical and operant conditions, which means that behavioural approaches may be 
effective. Implicit learning (learning without conscious effort) has been shown to be 
intact in people with dementia, when previous exposure to a stimulus has facilitated later 
recall (Morris, 1996; Woods, 1999). This may mean that improvement in memory using 
cognitive strategies is possible. Finally, it has been shown that rates of forgetting after 
the first ten minutes in people with dementia are relatively normal. So if information is 
registered and maintained for ten minutes, it should be retained as well as people without 
dementia (Woods, 1999).
The next consideration is the attitudes and well-being of carers. Teaching carers the basic 
techniques used in psychological approaches can help maintain benefits that may be lost 
between sessions as a result of memory loss, or lack of generalization of skills to the 
natural environment. For example, one study found that a psycho-educative group 
intervention helped to improve agitation and anxiety in people with dementia (Haupt, 
Karger & Janner, 2000). However, caution is advised when working with carers who are 
close to the person with dementia (such as relatives) who may be under great strain, and 
experiencing feelings of loss and anxiety. These factors may influence the way they 
respond to the person with dementia. It is therefore important that carers receive the 
support they need to cope with their situation (Woods, 1999).
Finally, realistic expectations are important in designing treatment approaches for people 
with dementia. Small, achievable goals are more effective than an ambitious goal that 
may never be reached (Woods, 1999).
The above factors should all be considered when designing interventions. Combining a 
variety of psychological approaches, adapted to suit the individual is known as Individual
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Programme Planning (IPP) and is suggested to be more effective than a blanket 
intervention that may or may not be appropriate for the individual (Woods, 2001). Some 
of the psychological approaches that are available are discussed below.
Reality Orientation
Reality Orientation (RO) was developed over forty years ago, and is still a common 
intervention for people with dementia. The focus of RO is to continuously orient the 
individual to their surroundings through stimulation and correcting confused speech and 
actions (Midence & Cunliffe, 1996; Miller & Morris, 1996). This can be done in short 
group sessions (Classroom RO) or as part of the general culture of the care setting 
(twenty-four hour RO). The latter is recommended to increase potential for improvement 
(Woods, 1999).
RO has been found to be effective in increasing the verbal orientation of people with 
dementia, but it has been more difficult to show that RO helps to increase cognitive and 
social fimctioning (Woods, 1999; Woods & Roth, 1996). However, recent research has 
suggested that RO produces improvements in cognitive fiinctioning and that there are 
types of dementia sufferer who may benefit more from RO than others (Zanetti et al,
2002). The authors found that those without euphoric symptoms, and those who had a 
higher initial severity of cognitive deficit made most cognitive improvement with RO. 
However this was only a small study, and more research is needed to identify predictors 
of response to treatment.
Reminiscence
Reminiscence involves the use of past memories to foster contact with others. It is often 
used in RO sessions, but has been investigated extensively in its own right (Woods & 
Roth, 1996). Reminiscence takes place in a group setting on a sessional basis and makes 
use of the fact that people with dementia retain the ability to remember their remote past 
(Woods, 1999). Reminiscence has been shown to improve interaction between staff and
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clients during the sessions, and to improve behaviour and cognition (Midence & Cunliffe, 
1996).
Validation
Validation Therapy arose from dissatisfaction with the RO approach, where the client is 
repeatedly forced to be re-oriented to the correct place and time, which could become 
confrontational (Morton, 1999). It was developed by Naomi Feil (Feil, 1992) with a view 
to helping the ‘disoriented old-old’ (referring to people over the age of eighty who may 
have problems with orientation). It was later acknowledged that it may be of use for 
people with dementia (Feil, 1992). The basic premise of Validation therapy is that the 
emotional content of clients’ communication should be recognized, rather than the factual 
content. For example, an individual with dementia who persistently asks the whereabouts 
of his or her parents may be expressing the need for attachment figures as a result of 
being distressed. Interestingly, it has been noted that in people with AD, the amygdala 
(part of the brain involved in emotion) remains relatively intact until late in the condition, 
suggesting that individuals still have the capacity to experience emotion even though they 
may not be able to express it adequately (Zeisel & Raia, 2000).
This approach has not been extensively researched, and there is some confusion as to its 
suitability for use with people with dementia (Woods, 1999; Woods & Roth, 1996). 
Additionally, the approach has been criticized for concentrating exclusively on the 
emotional content of communication, thought to reflect past conflict. It is suggested that 
this implies that dementia could be avoided if only these conflicts could be resolved, 
which is clearly not the case (Woods, 1999). Again, fiirther research is needed to 
examine the specific effects of validation therapy.
Cognitive Management
The fact that people with dementia retain some capacity for new learning has led to some 
interesting ways of compensating for memory impairments by reducing cognitive load or
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developing external memory aids, such as calendars, diaries and alarm clocks, to cue 
retrieval of information (Woods, 1999).
Making use of the fact that recall is relatively normal after the first ten minutes, studies 
have shown that memory for information can improve by giving support during learning 
and at the time of retrieval (Woods, 1999). In ‘spaced retrieval’ one item is learned at a 
time, and on each trial the retrieval period is adjusted according to whether the item was 
recalled or not. If it was, the time was doubled, if not it was halved. The item eventually 
becomes fiilly registered and subject to a normal rate of forgetting. The next item of the 
task is only administered when the first is learned. This method may facilitate the 
learning of new skills for people with dementia, and help to maintain levels of 
independence (Woods, 1996).
Other cognitive strategies include making use of preserved implicit memory (by reducing 
reliance on effortfiil processing and making use of more automatic skills) and internal 
memory strategies, such as mnemonics and ‘chunking’ of information into small clusters 
to aid recall (Miller & Morris, 1996; Woods, 1996).
The above approaches to dementia need fiirther investigation in order to determine their 
effectiveness (Woods & Roth, 1996). Existing studies tend to be small-scale and often 
fail to operationalise the interventions used making it difficult to make any general 
conclusions. However, the theoretical rationale behind these interventions seems logical, 
and many of them link in to Kitwood’s ideas about changing the focus from 
neuropathology alone to acknowledging the various aspects of the individual with 
dementia. If considered as options for IPP, the above interventions may contribute to a 
tailored approach that may be highly effective in ameliorating the symptoms of dementia 
(Woods, 1999).
83
Academic Section_______________________________________ Older Adults Essay
Conclusion
Before considering the opening statement, it is important to note that evaluating 
interventions for dementia is difficult because there are many different types of dementia 
and the client group is heterogeneous in presentation. Additionally, in many cases, the 
diagnosis is uncertain until post-mortem. Research trials have been plagued by 
difficulties, and it may be that guidance is required for treatment trials, to ensure that 
reliable and valid outcome measures and representative samples of an adequate size are 
used. It is also important that treatment programmes are described adequately in studies.
The statement ‘Dementia cannot be cured -  it takes its course’ may be viewed as being 
true, given that no intervention has yet been developed that can prevent the generally 
accepted course of increasingly poor cognitive, behavioural and social fiinctioning until 
death. However, the widely held assumption that dementia is untreatable leads to 
pessimism and a ‘therapeutic nihilism’ that is unhelpfiil (Zeisel & Raia, 2000). Focusing 
solely on the biological aspects of neuropathology leads one to assume that only by 
halting the neurological decline associated with dementia can we change the course of the 
condition. Current pharmacological interventions have been shown to delay the 
progression of this decline, but ultimately to be unable to change its course (Zurad, 2001). 
Other forms of treatment, such as genetic modification are still under investigation.
Taking a more holistic approach has been recommended as a sound basis for treating 
dementias (Zeisel & Raia, 2000). There is a growing trend towards focusing on various 
factors associated with dementia, and if Kitwood’s model of the progress of dementia is 
considered (figure 2) there are plenty of opportunities for change, particularly in terms of 
improving the Malignant Social Psychology surrounding people with dementia by 
changing attitudes towards the condition. Focusing on the individual with dementia and 
planning interventions that are tailored to suit individual needs may help to change the 
course of the individual’s experience of dementia (Woods, 1999). Treatment does not 
need to focus on ‘cure’ in dementia; more value needs to be placed on the achievement of 
personal goals and improvements in quality of life (Woods, 2001).
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So, the statement may be considered to be true on a biological level, and partially true if 
one takes a more holistic approach -  dementia can not be cured, but it’s course may be 
changed. In either case, the statement is not a helpfiil one in terms of improving the lives 
of people with dementia.
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Cosnitive Therapy for a 65 Year-Old 
A Gentleman in a Chronic State o f Anxiety
This case report described the assessment, formulation, intervention and outcome of 
treatment with a 65 Year-old man referred to the Community Mental Health Team for 
input regarding problems with anxiety.
Presenting Problems
This client reported a continual state of anxiety that worsened in certain situations, 
especially when he felt ‘trapped’ (for example on buses and tubes, in traffic and in 
lifts). He reported worrying about many different things. He avoided certain 
situations, such as driving on motorways, going in lifts and using public transport. He 
used techniques such as reasoning, distraction and relaxation techniques such as deep 
breathing to stop worrying about things. He expressed negative views about his 
anxiety, saying that it stopped him from coping, and that he felt other people would 
cope much better than he with anxiety provoking situations. He reported having had 
severe anxiety for forty years.
Assessment
Assessment took the form of a clinical interview, and the client completed self report 
measures of anxiety and worry. These measures indicated that this client had 
particularly negative beliefs about worry and monitored his thoughts regularly.
Formulation
This client met diagnostic criteria for Generalised Anxiety Disorder (GAD). His 
anxiety appeared to have developed over many years, and seemed to have been 
triggered by a panic attack at the age of 27. It was hypothesised that his 
predisposition to anxiety was related to his father’s criticism of him throughout his 
life, leading to strongly held beliefs about his inability to cope with situations. 
Currently, anxiety was being maintained by beliefs about the danger and
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uncontrollability of worries and subsequent attempts at thought control strategies such 
as thought suppression and monitoring.
Intervention
The client attended 8 sessions of Cognitive Therapy for GAD. The main components 
of therapy included normalising worry, evaluating beliefs about the uncontrollability 
of thoughts, behavioural experiments and development of effective strategies to cope 
with worry, such as problems solving, rather than rumination.
Outcome
The client reported a marked decrease in anxiety. He was able to go out more with his 
wife, and used public transport, which he had not done for twenty years. Measures of 
worry indicated that the client still experienced high levels of worry, but his negative 
beliefs about worry had decreased significantly, as had maladaptive strategies to 
control thoughts such as avoidance and thought suppression.
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A Behavioural Intervention for a 44 year-old Man with a Moderate Learning 
Disability Disylayins Verbal A2sression and Destruction of Property— 
Consideration of Environmental Issues and Staff Support
This case report describes the assessment, formulation, intervention and outcome of 
treatment with a client with a moderate learning disability and challenging behaviour.
Presenting Problem
The client was referred to the Learning Disabilities Health Team because he was 
displaying verbal aggression and destruction of property, which staff felt had no 
apparent trigger. They were finding him increasingly difficult to manage and were 
concerned about the risk of injury to staff and other residents, and the disruptive effect 
on household routines.
Assessment
The assessment comprised a joint visit to the home to interview the staff, followed by 
two separate visits where the community nurse and trainee clinical psychologist met 
the client individually. The client was observed displaying aggressive behaviour and 
a functional analysis was carried out using information from observations and incident 
reports completed by staff.
Formulation
It was hypothesized that the client’s behaviour was reinforced by both demand 
creation (in the form of attention) and demand avoidance (avoiding demanding tasks, 
including complex interaction). It appeared that the staff continually overestimated 
the client’s level of communication, and that this led to an increase in aggressive 
behaviour, when they attempted to calm him down using complex language.
Intervention
Guidelines to manage the client’s challenging behaviour were created and given to 
staff, along with an explanation of how they may be put into practice. Guidelines 
included restricting communication to simple language, avoiding eye contact when he
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was displaying aggressive behaviour, allowing him time to himself when he appeared 
distressed and providing positive reinforcement for appropriate behaviour.
Outcome
Staff adhered to the guidelines and reported a significant decrease in episodes of 
aggressive behaviour.
Consideration was given to the context of this referral. The client’s place of residence 
had referred all of their clients for management of aggressive behaviour in the 
previous six months. The case was reformulated in terms of research evidence to 
show that attributions that staff make for behaviour are influenced by the context of 
the behaviour, particularly when staff feel under stress and unsupported. 
Recommendations were made in the case report regarding the importance of staff 
support and training when working with this client group.
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A Behavioural Intervention for a Seven Year Old Bov 
with a Social Communication Disorder Disvlavins 
Non-Compliance at Bedtime -  Consideration of the Family System
This case report described the assessment, formulation, intervention and outcome of 
treatment with a seven year-old boy with a social communication disorder and his 
family.
Presenting Problems
The client was referred to the Child and Adolescent Mental Health Service (CAMHS), 
because his parents were finding his behaviour difficult to manage, particularly at 
bedtime. He would generally spend all night in his parents’ bed and would not sleep 
until they did, at 11pm. The client had a diagnosis of Autistic Spectrum Disorder 
(ASD).
Assessment
The assessment consisted of a clinical interview with the family emphasising the 
topology of the client’s behaviour at bedtime, and family history concerning beliefs 
about good parenting. The assessment also focused on strategies that the parents used 
to manage their son’s behaviour.
Formulation
Functional analysis of the client’s bedtime routine indicated that refusal to go to bed 
alone was reinforced by parental attention. In general, it seemed that his parents were 
inconsistent in their approach to unwanted behaviours, using aversive procedures on 
some occasions and being permissive on others. It was hypothesised that responses to 
their son’s behaviour were influenced by their own experiences of having difficulties 
in social interaction, and beliefs about good parenting. Additionally, the impact of the 
client’s autistic spectrum disorder on the need for routine, and the sleep problems 
common in this client group were considered.
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Intervention
The family were seen for twelve weekly sessions. The parents were provided with 
information about behavioural strategies and the importance of positive reinforcement 
for appropriate behaviour, rather than punishment for unwanted behaviour. A 
timetabling system was introduced to provide a structured, predictable environment at 
home, particularly at bedtime. Finally, a behavioural sleep programme was 
implemented with the client, comprising a reward system for sleeping in his own bed. 
The client’s parents completed sleep diaries to record the amount of time their son 
spent in his own bed, and the time he went to sleep each night.
Outcome
The client’s parents reported feeling much more able to cope with his behaviour and 
valued the information about behavioural strategies. By the end of the intervention, 
the sleep diaries indicated a significant increase in the time the client spent in his own 
bed. He was reported to be going to sleep at 9pm each night.
Despite achieving a good behavioural outcome, there seemed to be issues remaining 
concerning intimacy within the family, and parental concerns about their son’s fiiture. 
This case was re-formulated using a three column formulation that incorporated 
contexts, beliefs and behaviour patterns. The main themes that emerged included 
parental history of difficulties in social interaction and subsequent bullying, socio­
economic stress, lack of marital intimacy and poor coordination between agencies. 
Recommendations were suggested for further input with the parents regarding their 
own difficulties in social communication, and how these may impact on their son’s 
development.
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Neurovsvcholosical Assessment of a 78 Year-old White Male 
Presentine with Cosnitive Decline Associated with Chronic Alcohol Abuse
This case report described the neuropsychological assessment of a 78 year-old man 
whose cognitive functioning appeared to have declined as a result of alcohol abuse.
Presenting Problem
This client was referred to the psychology service by the Community Mental Health 
Team (CMHT) for Older Adults for a detailed assessment of his cognitive 
functioning, as it was believed that his abilities had declined significantly as a result of 
excessive alcohol consumption. It was believed that he would continue to drink 
alcohol and cause himself further cognitive damage if discharged from hospital. It 
was hoped that a formal cognitive assessment would provide information about his 
cognitive abilities, and inform a possible diagnosis of Korsakoff s syndrome.
Assessment
Information was gathered via interviews with the client and staff on the umt, as well 
as previous reports from the client’s wife and family. It was reported that he had been 
drinking heavily for twenty years, and had been unable to work for the past two years 
due to poor concentration. He was reported to lack most self-care skills and had not 
washed himself or his bedclothes for nine months. His wife also reported that he was 
a risk to himself as he would wander into the road with no awareness of oncoming 
traffic.
The client was admitted to the general hospital eight months prior to the current 
assessment, reported to be very confused, disorientated and forgetful. He was 
transferred to the local mental health unit, where he was placed under Section 3 of the 
Mental Health Act. His confused state had ameliorated to some extent at the time of 
assessment.
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At the time of assessment, the client denied drinking excessively, or having any 
difficulties in cognitive functioning, and believed that he should be allowed to return 
home.
Cognitive Assessment
Scores on the Wechsler Adult Intelligence Scale (Revised Edition) (WAIS-R) and the 
National Adult Reading Test (Revised Edition) (NART-R) indicated that the client’s 
general level of intellectual functioning had not declined. He showed specific deficits 
in visual and verbal memory, assessed using the digit span sub-test of the WAIS-R 
and the Benton Visual Retention Test (2"  ^Edition) (BVRT). He also showed slowing 
of visual processing, assessed using the Trail Making Test (TMT). His score on the 
Beck Depression Inventory (2"*^  edition) (BDI-II) indicated that he was not depressed.
These deficits, in combination with the client’s history of heavy alcohol consumption, 
globally intact intellectual functioning and poor insight, supported the diagnosis of 
Korsakoff’s Syndrome.
Recommendations
It was recommended that the client was not allowed to return home to live 
independently, because it seemed likely that he would continue to consume alcohol to 
excess and cause further cognitive damage. Further cognitive assessment was also 
recommended in 12 months’ time, in order to detect any further deterioration in 
cognitive function.
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Coenitive Assessment and Formulation o f a 22 Year-Old Caucasian Male 
Experiencine Grandiose Delusions and Delusions of Reference: The Importance
of Family Relationships in Psychosis.
This case report described the assessment, formulation and recommendations for 
treatment of a 22 year-old man with a diagnosis of schizophrenia.
Presenting Problems
This client had been admitted to an early psychosis unit under Section 3 of the Mental 
Health Act. He had been sectioned because he had been physically aggressive to both 
his parents, subsequent to a long period of increasingly bizarre behaviour. The client 
believed he was a famous opera singer who was known to the media. He believed 
that the media refused to acknowledge him directly, but addressed him via messages 
in the newspapers. These beliefs had affected his behaviour. He was reported to be 
totally preoccupied with opera singing and had become increasing socially isolated.
He had very poor self-care when admitted to hospital. His parents refused to let him 
return home on discharge from hospital and reported finding his behaviour 
embarrassing and stressful.
Staff on the client’s ward reported that his relationship with his family was strained, 
and thought that a family intervention might help to improve it They also observed 
that he had an unusual manner of social interaction and wondered whether this was 
the result of neuropsychological difficulties.
Assessment
The assessment took place over six sessions and included four family meetings and 
two individual meetings to administer the neuropsychological assessment. The family 
assessments were carried out by the trainee clinical psychologist and another clinical 
psychologist within the service.
The neuropsychological assessment revealed that the client had no problems with 
global intellectual functioning, or executive functions as was expected. However, the
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results indicated an unusual profile, with his performance IQ score being significantly 
lower than his verbal IQ score.
The client was observed to be very rigid in his belief that he was a famous opera 
singer, and unable to consider any alternatives. He was 95% certain that certain 
words appearing in the newspaper were messages to him from record companies.
It was observed that patterns of interaction within the family were chaotic, and 
sessions often became confusing, with family members talking over one another. It 
was reported that the client’s father had received treatment for a psychotic disorder 
about twenty years ago, but was not currently receiving any treatment. He showed 
clear evidence of positive formal thought disorder at the time of assessment.
. The client recalled many arguments in the family during his childhood, saying there 
was a lot of shouting. He expressed feeling that he had to intervene as a child. He 
reported being a good student, but said he had no friends. He said he made some 
fiiends at secondary school, but had left at 14 years of age with no qualifications as a 
result of shoplifting and truanting. At this point he began to notice his talent as an 
opera singer.
Formulation
It seemed that this client had grandiose delusions about his talent as a singer, and 
persecutory delusions regarding his parent’s attempts to ruin his life.
This client’s particular difficulties were formulated using a cognitive model of 
psychosis. He may have been vulnerable to developing a psychotic illness as a result 
of a strong family history of psychosis, a stressful early environment and an unusual 
discrepancy between verbal and performance ability that may have led to problems 
interpreting the social world. It was hypothesised that this client’s delusional beliefs 
were triggered by the loss of his school career, which was highly valued, and 
maintained by his low self-esteem, marked social isolation and the chaotic family 
environment. The family environment was characterised by high levels of emotional 
expression (particularly hostility and criticism) which is known to contribute to poor 
recovery from psychotic episodes. Finally, the client showed evidence of cogmtive
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biases known to contribute to delusions, such as dichotomous thmkmg and attentional 
bias.
Recommendations
It was recommended that a family intervention was initiated, comprising education 
about emotional expression, the nature of psychosis and the importance of effective 
communication. It was also recommended that the client’s father should have the 
opportunity to seek help for his own problems. It was recommended that individual 
cognitive therapy for the client’s delusions was not engaged in immediately, as it was 
hypothesised that his beliefs served the function of maintaining self-esteem, and 
challenging them may be unhelpful.
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Adult Mental Health Placement
This placement was in a Community Mental Health Team (CMHT) setting. Clients 
presented with a range of psychological problems including depression, anxiety, 
obsessions and eating disorders. The main theoretical model of intervention used on 
this placement was Cognitive Therapy.
The following measures were administered over the course of this placement:
The Beck Depression Inventory (BDI)
Beck Anxiety Inventory (BAI)
The Meta-Cognitions Questionnaire (MCQ)
The Anxious Thoughts Inventory (AnTI)
Generalised Anxiety Disorder Scale (GADS)
The following measures were observed over the course of this placement 
The Rey Figure
National Adult Reading Test (NART)
Wechsler Memory Scale (3^ ^^  edition) (WMS-III)
Stroop test
Rey Auditory Verbal Learning test
The Wechsler Adult Intelligence Scale (3^ ^^  edition) (WAIS-III)
The placement also provided the opportunity to observe group work on the psychiatric 
ward, attend ward rounds, shadow the psychiatrist and visit a local therapeutic 
community for people with personality disorders.
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People with Learnine Disabilities Placement
This placement was in a Learning Disabilities Health Team (LDHT) setting, located 
within a day unit for clients with challenging behaviour. Clients were referred for 
challenging behaviour in the form of verbal aggression, physical aggression, 
absconding or inappropriate behaviour. One client was referred with possible 
symptoms of psychosis. Other referrals included neuropsychological assessments for 
general IQ and dementia. The main theoretical model of intervention used on this 
placement was behavioural.
The following measures were administered over the course of this placement:-
Wechsler Adult Intelligence Scale (Revised Edition) (WAIS-R)
Dementia Assessment Tool 
British Picture Vocabulary Scale 
Halo
It was possible to become familiar with the following measures:- 
Vineland
The placement also provided the opportunity to carry out a number of functional 
analyses for challenging behaviour, attend the weekly team meeting, visit local 
residential facilities for people with learning disabilities, attend presentations about 
sexual abuse of people with learning disabilities and take part in a sensory group to 
help facilitate communication.
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Children and Families Placement
This placement was in a Child and Adolescent Mental Health Service (CAMHS) 
setting. Clients were referred for a range of difficulties including anxiety, school 
refusal, sleep problems, social communication disorders, eating disorders and 
attachment issues. The main theoretical models of intervention used in this placement 
were psychodynamic and systemic.
The following measures were administered over the course of this placement:- 
The Family Relations Test
Wechsler Intelligence Scale for Children (3^  ^edition) (WISC-III)
Bailey Scales for Infant Development
SCAS
FSSC-R
The placement also provided the opportunity to observe an activities group with 
clients from the adolescent day service, take part in a group for pre-school children 
with social communication disorder, carry out observations in schools, present the 
role of a clinical psychologist to the nursing staff and visit the adolescent in-patient 
unit.
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Older Adults Placement
This placement was in the psychology and neuropsychology service for older people, 
located within a Community Mental Health Team (CMHT) for older adults. Clients 
were referred for a range of difficulties including, fear of falling, unresolved grief, 
depression, death anxiety, early dementia, stroke and Korsakoff s syndrome. The 
main theoretical model of intervention used on this placement was Cognitive Therapy.
The following measures were administered over the course of this placement:-
Hospital Anxiety and Depression Scale (HADS)
Beck Depression Inventory (BDI)
Wechsler Adult Intelligence Scale (revised edition) (WAIS-R)
National Adult Reading Test (NART)
Benton Visual Retention Test (BVRT)
British Picture Vocabulary Scale 
Dementia Rating Scale
Wechsler Memory Scale (3^ *^^ edition) (WMS-III)
The placement also provided the opportunity to present a case at the ward round, visit 
various in-patient units for older people, observe a commumty nurse, meet with 
consultant psychiatrists, attend a one-day seminar on CBT and suicide and attend 
monthly clinical psychology meetings.
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Specialist Early Psychosis Placement
This placement was in an early onset psychosis team comprising an in-patient unit. 
Community Mental Health Team (CMHT) and Crisis Assessment Team (CAT). 
Clients were referred for a range of problems including delusions, hallucinations, 
anxiety and depression associated with psychosis, psychotic depression and family 
difficulties. The main theoretical models of intervention used on this placement were 
Cognitive Behavioural Therapy (CBT) and narrative approaches.
The following measures were administered over the course of this placement:-
The Wechsler Adult Intelligence Scale (3"^  ^edition) (WAIS-III)
Wechsler Memory Scale (3"^  ^edition) (WMS-III)
Behavioural Assessment of Dysexecutive Syndrome (BADS)
Hayling and Brixton Tests of Executive Function 
National Adult Reading Test 
Beck Depression Inventory (BDI)
This placement also provided the opportunity to attend teaching about CBT for 
psychosis, the open day for the service, the psychosis interest group and a mini­
conference regarding the clinical psychology strategy for the trust. Other experience 
included the running of a group welcoming new clients and their families to the 
service, attending monthly clinical psychology meetings, and attending weekly 
referral meetings for the prodrome clinic.
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Specialist People with Learnine Disabilities Placement
This placement was in a Learning Disabilities Health Team (LDHT) setting, located 
within a day unit for clients with challenging behaviour. Clients were referred with a 
range of difficulties including needle phobia, depression, anxiety, challenging 
behaviour, and parenting difficulties. The main theoretical models of intervention 
used on this placement were behavioural and Cognitive Behavioural Therapy (CBT).
The following measures were administered over the course of this placement:-
Wechsler Adult Intelligence Scale (3^ ^^  edition) (WAIS-III)
Wechsler Abbreviated Scale for Intelligence (WASI)
Beck Depression Inventory
The placement also provided the opportunity to work in social education centres, 
carry out home visits to clients, attend the weekly LDHT meetings, carry out 
ftmctional analyses of behaviour, carry out a presentation about the rational for 
referral for cognitive assessment and interpretation of WAIS-III scores and run a 
group about sexual knowledge and relationships for people with learning disabilities.
I l l  -
SERVICE RELATED RESEARCH PROJECT
An Exploratory Study Focusins on 
In-Patients’ Experiences o f Ward Rounds in an Acute Settins
July 2001
Year 1
-112-
Research Section Service Related Research Project
SERVICE RELATED RESEARCH PROJECT
An Exploratory Study Focusins on 
In-Patients’ Experiences of Ward Rounds in an Acute Settins
ABSTRACT
In the absence o f any official guidelines regarding the ward round process, or detailed 
research in this area, it was felt that an investigation into patients" experiences o f ward 
rounds on an acute psychiatric ward would be useful Eight patients residing on an acute 
admissions ward were interviewed using a semi-structured interview developed by the 
author, and their responses recorded verbatim or audio-taped. The qualitative results 
were analysed using content analysis. Encouragingly, many comments expressed 
satisfaction with the ward round process. However, there were aspects that were 
identified for improvement, and there were several references to feelings o f fear and 
intimidation. Areas for change identified included the number ofpeople present, the 
layout o f the room, having an appointment time and aspects o f communication in the 
ward round. It was interesting to note that a number o f statements referred to decisions 
having been made prior to the patients" attendance at the ward round, and no statements 
indicated that the patient was part o f the decision making process. However, there were 
no references to dissatisfaction about this. The data indicate that qualitative methods are 
useful in this type of investigation, although there are limitations regarding the reliability 
ofpatient reports (particularly in the acute phase o f mental illness) and the small number 
of participants. Despite these limitations, it was concluded that some interesting themes 
were identifiedfor the development o f a standardized, structured questionnaire for larger 
studies.
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Introduction
Ward rounds occur on most medical wards on a regular basis, and traditionally serve the 
purpose of discussing the patient’s needs, as well as being a forum for medical education 
(Birtwistle, Houghton & Rostill, 2000). The ward round may be considered as a weekly 
meeting of the professionals involved in the patients’ care, as well as students from a 
variety of disciplines. This occurs on the ward and the patient may be invited to attend. 
Despite the regular occurrence of this meeting and the involvement of the patient, there 
has been little or no research into the structure of the ward round or its outcomes 
(Birtwistle et al, 2000).
It has been suggested by various quantitative and qualitative studies of general patient 
satisfaction with psychiatric services that psychiatric ward rounds are felt to be 
intimidating and distressing (Ballard & McDowell, 1990; Lovell, 1995). Ward rounds 
have also been rated by patients as one of the least usefiil aspects of in-patient care 
(Sharma, Carson & Berry, 1992).
There have not been any investigations focusing solely on in-patient perceptions of 
psychiatric ward rounds. However, studies of patient views about non-psychiatric ward 
rounds have been carried out. Child and adolescent patients were interviewed about their 
paediatric surgical grand round (Birtwistle et al, 2000). Few made negative comments, 
and the majority reported feeling reassured at the number of professionals involved in 
their care. An investigation of bed side ward rounds versus conference room meetings on 
an Internal Medical ward in Japan yielded similar results, with few patients reporting 
distress and the majority being reassured by the number of physicians present (Seo, 
Tamura, Morioka & Shijo, 2000).
One study has investigated views about old age psychiatric services in carers of people 
with dementia (Bains & Vassilas, 1999). Again, results were positive, suggesting that 
carers found the ward round useful and helpful, and would attend again. However, many
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respondents felt that they would have liked more information about what to expect (Bains 
& Vassilas, 1999).
There seems to be some uncertainty about how psychiatric in-patients perceive ward 
rounds, with general surveys of satisfaction indicating negative views, contrary to 
evidence found in studies of non-psychiatric patients. It has been suggested that this may 
be a methodological issue. In general, qualitative methods are recommended for studies 
of this type (Goodwin, Holmes, Newnes & Waltho, 1999; Greenwood et al, 1999), or a 
combination of qualitative and quantitative methods (Birtwistle et al, 2000; Lovell, 1995). 
This is because quantitative methods such as Likert scales, have been found to present 
difficulties in measuring the complex concept of patient satisfaction (Greenwood et al, 
2000) and to be insensitive to potentially negative views about services (Greenwood et al, 
2000; Lovell, 1995). Alternatively, it may be that the format of psychiatric ward rounds 
differs to that of non-psychiatric ward rounds, in ways that lead to greater levels of 
dissatisfaction among its participants.
Informal discussion with staff on the acute admissions ward where this research took 
place suggested that it may be useful to investigate patient feelings about ward rounds, in 
order to develop some form of evaluation questionnaire or interview, because there do not 
appear to be any official guidelines regarding the process. A recent publication by Open 
Mind (Wolf, 1997) outlined a code of conduct for ward rounds, with the suggestion of 
standardizing it across NHS psychiatric services (see appendix 1). It would appear then, 
that a growing body of research is acknowledging the potential distress caused by 
psychiatric ward rounds, and that steps to improve this aspect of services will be taken 
seriously.
A ims/Objectives
The main objective of this preliminary investigation is to explore patients’ perspectives 
and feelings about ward rounds qualitatively, with as the first stage in the development of 
a structured interview or standardized questionnaire that can be applied to evaluating the
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process on other psychiatrie wards. Qualitative approaches have been used successfully 
in the past to aid the development of specific questionnaires and measures that can be 
applied to ward rounds (Birtwistle et al, 2000).
Trainee clinical psychologists may be excellently placed to help address this issue, being 
largely independent of the daily functioning of the ward, and therefore less open to bias 
(Goodwin et al, 1999). The idea that the participant’s perception of the position of the 
researcher (for example as someone involved in their care, as an advocate or as a 
researcher) may influence the outcome of research has been highlighted by Salmon 
(1996) as an important factor to consider in the process of data interpretation.
Method
Ethical approval for this research was granted by the local trust (appendix 2). 
Development o f the Semi-Structured Interview
Initial informal communication with staff on the ward indicated that the feelings of 
patients might be a useful aspect to investigate in determining their perceptions of ward 
rounds. A semi-structured interview was developed (see appendix 3) comprising a 
number of specific questions to gather information and establish rapport, and five open 
questions to explore participants’ feelings about ward rounds. The questions were 
developed in conjunction with previous findings, informal discussion with staff on the 
ward and consideration with the research supervisor.
Setting
The ward took patients from four local CMHTs in the area, as well as the 
outreach/rehabilitation team. Thus, patients on the ward were attached to one of five 
consultant psychiatrists, each of whom led their own ward rounds. In this investigation 
patients attached to two different consultants were interviewed, to ensure that enough 
participants were recruited. The two consultants were chosen because they conducted 
ward rounds in a similar way (for example patients were invited into ward rounds.
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attendance was not compulsory, there were similar numbers of people in the ward rounds 
and the same room was used) in order to minimize the effect of variations in style.
Participants
Eight patients from an acute psychiatric in-patient ward were interviewed. Six were 
attached to one locality and two to another. Participants were identified over a two week 
period and approached by their named nurses and provided with an information sheet 
(appendix 4) prior to contact with the researcher. If they agreed to take part, a consent 
form (appendix 5) was signed and the interview took place on the ward, on an individual 
basis. Each interview took place within one week of the participant’s last ward round. 
Seven participants were interviewed on the ward and one in the community home to 
where the patient was discharged seven days previously.
The Interviews
Each interview lasted around half an hour and was undertaken by the author. They were 
audio-taped with the consent of each participant. Four participants refused to be audio­
taped, so their responses were recorded verbatim. Participants were asked if they would 
like to be sent a copy of the final report to comment on the results, four participants 
agreed. Unfortunately, time constraints did not permit ‘respondent validity’ (Silverman, 
1997) to be incorporated into this report.
Analysis
The tapes were transcribed and the responses to the open questions were analysed using 
content analysis (Day, 1993; Weber, 1990). As there was no prior expectation of the 
content of the interviews, emergent themes were identified once the data was collected. 
Examination of the data, phrase by phrase, indicated certain themes recurring throughout. 
Categories were identified and made explicit, before relevant phrases were assigned to a 
particular category, using index cards (see appendix 6 for an example). The categories 
were then refined through cross-referencing and collapsing some categories into one, or 
constructing new ones, until a list of relevant, exclusive categories was established.
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Eventually, a number of phrases were placed under each category, according to certain 
criteria (see appendix 7 for a list of categories and definitions).
Inter-Rater Reliability
In order to assess inter-rater reliability, an independent researcher was given each phrase 
and asked to assign it to one of the categories in the same way. If they agreed with the 
researcher the categories were likely to be reliable. Using Cohen’s Kappa, the content 
analysis was shown to be reliable (Cohen’s Kappa = 0.75) (Fleiss, 1981).
Responses to the closed questions were analysed using descriptive statistics.
Sophisticated quantitative analysis was not used due to the small number of participants, 
and the fact that the main focus of the investigation was the qualitative aspect of the 
interview.
Feedback
The results of this study are due to be fed back to and the psychology department in the 
form of a presentation (see appendix 8 for correspondence), and to the ward and 
community team in the form of a short report.
Results
Demographics
Five women and three men were interviewed, and the age range was large with a mean of 
43.5 years {SD = 19.12). The length of stay ranged froml to 24 weeks {mean = 8.5, SD 
= 8.36) and the number of admissions ranged from 1 to 9 {mean = 3, SD = 2.64). Five 
participants were diagnosed with schizophrenia. Two with depression and one had a 
variety of diagnoses, which were still under discussion (see table 1).
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NO.
PARTICIPANTS
MEAN
AGE(RANGE)
MEAN 
LENGTH 
OF STAY 
IN
WEEKS
(RANGE)
MEAN
NUMBER OF 
ADMISSIONS 
(RANGE)
DIAGNOSIS
M F sch izophrenia depression other
5 43.5 (18-70) 
SD^19.I2
8.5(1-24)
SD=8.36
3 (1-9) 
SD=2.64
5 2 I
Table 1 Demographic Information About the Participants
Patients’ Recollections o f Members o f staffpresent at the ward round
Table 2 highlights the professionals that each participant believed were present at the
previous week’s ward round.
Participant consultant SHO Clinical
Psychologist
S/w CPN Ward
nurse
Students Other Don’t
know
Total Mean
PI 1 1 1 0 0 1 2 0 0
P2 1 1 0 1 0 0 0 0 0
P3 1 1 0 0 0 0 0 0 6
P4 1 0 0 0 0 0 0 0 0
P5 1 1 0 1 0 1 0 1 2
P6 1 1 0 1 1 1 1 3 0
P7 1 1 0 1 0 1 2 1 0
P8 1 0 0 1 0 0 0 0 12
Total 8 6 1 5 1 4 5 5 20 55 6.88
Table 2 members of staff believed to be present by the participant
Participants were asked how many professionals in the ward round were unknown to 
them. This is summarized in table 3
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participant consultant SHO Clinical
psychologist
S/W CPN Ward
nurse
Students other Don’t
know
Total mean
PI 0 0 0 - - 0 0 - -
P2 0 1 - 1 - - - - -
P3 1 0 - - - - - - 6
P4 0 - - - - - - - -
P5 0 0 - 0 - 1 - 0 2
P6 0 0 - 0 0 0 1 1 -
P7 0 0 - 1 - 0 2 0 -
P8 0 - - 0 - - - - 12
Total 1 1 0 2 0 I 3 1 20 29 3.5
Table 3 members of staff believed to be unknown to the participant at the time o f the
ward round
Table 4 indicates those professionals believed to have been introduced to each participant.
participant consultant SHO Clinical
psychologist
S/W CPN Ward
nurse
Students other Don’t
know
Total mean
PI - - - - - - - - -
P2 - 1 - 1 - - - - -
P3 1 - - - - - - - 0
P4 - - - - - - - - -
P5 - - - - - 0 - - 0
P6 - - - - - - 1 1 -
P7 - - - 1 - - 0 - -
P8 - - - - - - - - 12
Total 1 1 0 2 0 0 1 1 12 18 2.25
Table 4 members of staff believed to have been introduced to the participant
These results are based on the participants’ recollections of the ward round. It is 
interesting that a large proportion of those professionals thought to be unknown to the 
participants (11 out of 29) were not believed to have been introduced. This does not 
correspond with the researcher’s own experience of the ward rounds in question (weekly 
attendance for 6 months), where patients were always observed to have been introduced 
to unfamiliar professionals
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Awareness of Purpose of Each Person's Presence
Table 5 shows the responses given when participants were asked why certain members of 
the team were at their ward round.
Why were they there?
Consultant ‘he’s my consultant’, ‘the lead person’, ‘to analyse the patient’,
‘she decided to bring me in’, ‘to discuss my attitude to going home’, 
‘to give me advice’.
SHO ‘discussing my attitude to going home’, ‘to see how Dr......Does his
work’, ‘to give advice’.
Clinical
Psychologist
‘don’t know’
Social worker ‘family, financial, housing.’, ‘if you need someone at home’, ‘help with 
clothes and things I need’, ‘works there, it’s their job’, ‘just like to 
know what’s going on’.
CPN ‘don’t know’, ‘drugs’, ‘to learn’.
Nurse from the 
ward
‘to learn’, ‘drugs’, ‘giving feedback from the previous week’.
Students ‘to learn’
Team in 
general
‘collective assessment to judge on treatment’, ‘locality team’
Table 5 Participants^ perceptions of the role of certain professionals in the ward round
Participants expressed a greater understanding of the role of the psychiatrist, SHO and 
social worker in the ward round than the other professions. The participant who had a 
clinical psychologist present in the ward round did not know why he/she was there and 
only two indicated awareness of the function of the team.
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Content Analysis
The arrangement of the categories produced by the content analysis may be summarized 
as follows (Day, 1993):
EXTERNAL 
PROCESSES 
(39 responses)
Feelings
(31 responses)
‘satisfaction (11 responses) 
.negative (13 responses) 
-outcome (4 responses) 
consequences (3 responses)
INTERNAL 
PROCESSES 
(35 responses)
Coping
(4 responses)
_  Decision-making 
(9 responses)
~  Communication 
(11 responses)
— Number of people present 
(9 responses)
_  Practical arrangements
(10 responses) Total — 74 responses
Figure 1. summary of categories identified in content analysis of responses to the open 
questions in the interview.
Internal Processes
Thirty five responses referred to processes occurring within the individual during ward 
rounds.
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Feelings
Thirty-one statements were included in the category o f‘feelings’. This category was split 
into the following sub-categories:
Satisfaction
Eleven statements indicated feelings of satisfaction with ward rounds. Six were of a 
general nature. For example, ‘/ felt fine ‘the whole thing was very good in general \
Three were more specific, referring to feeling relaxed, challenged by or interested in the 
process. Two participants said that they would not change any aspect of the ward round.
Negative feelings
Thirteen statements indicated a negative perception of the ward round, including one 
participant saying 7 hate going in \ Eight responses referred to feeling intimidated by, or 
fearful of the ward round situation. For example, équité nerve-wracking', ‘it feels more 
like an interrogation than a formal meeting’.
However, to balance this view, it was interesting that four responses explicitly indicated 
that they were not intimidated. For example, 7 didn’t feel intimidated or anything like 
that... ’.
The theme of intimidation was introduced by the participant, and not the researcher so the 
statement was perceived as indicating the expectation (of the participant) that the 
researcher believed that the ward round would be intimidating.
Perception o f Outcome
Four statements were concerned with the effect that the outcome of the ward round can 
have on patient feelings. For example, ‘when I  have progress I  feel all right, when I  don’t 
Ifeel disappointed’.
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Consequences o f Feelings During Ward Rounds
Three statements referred to the way in which the feelings expressed above could have 
consequences for the patient in the ward round. For example ‘Ifyou’re shy, it could help 
you to overcome your shyness ’, ‘i f  one was o f a nervous disposition, it could he difficult 
to express themselves. ’
Coping
Four responses referred to the way in which people coped with the ward round. For 
example, ‘you know I  coped with it, I  became familiar’, ‘I  tend to ignore the people 
outside, those I  don’t know. ’
External Processes
Thirty-nine statements referred to the external environment of the ward round. These 
were divided into four themes.
Decision making
Nine statements commented on the way in which decisions were made in the ward round. 
Seven of these indicated that some decision-making or discussion had occurred prior to 
the patient entering the ward round. For example, ‘Prior to you coming in, they’ve 
already made an assessment about how they ’re going to conduct the ward round. ’ The 
implication of these comments was that the patient was quite separate from any decision­
making process.
Communication
Eleven statements were concerned with the way decisions were conveyed to the patient. 
Ten of these indicated that the consultant or the medical team were the only people to 
communicate with the patient during the ward round. For example, ‘I ’ve never been to a 
ward round where anyone, or very few, other than the consultant or charge nurse 
actually speak. ’
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One participant expressed the wish to change this focus on the medical team as the main 
communicators in the ward round, saying ‘I f  they’re all making a decision on my 
treatment. I ’d expect that they’d all come and talk to me. ’
Number o f People
Nine statements referred to the number of people present at the ward round. Six of these 
expressed dissatisfaction with this. For example, ‘there were just too many people, I  just 
wanted to talk to one person. ’
Three participants generated ideas to change this aspect of the ward round,
‘not to have so many people I ’ve never seen before ’
‘to see the consultant and registrar each week without all the other people, and maybe the 
consultant could feed back to all the others ’
‘when a patient comes in, they should have a smaller group. They should have a larger 
group when the patient feels better in themselves ’.
Practical Arrangements
Ten statements referred to the practicalities surrounding the ward round. One participant 
said that they wouldn’t change anything about the arrangement of the ward round. Five 
statements were concerned with the layout of the room. For example, ‘everyone was 
sitting there in high chairs’, ‘they had to get everyone in the same room, so they all sat 
around, perched. ’
One participant referred to having appointment times, ‘You don’t have a set time...if you 
go and see a doctor or a nurse you always have a set time...1 think it’s very 
unprofessional...they just assume you’ll be sitting around’
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One participant expressed the wish to have a psychologist in the ward round ‘because o f 
the psychodynamic aspect’ , and one reported wanting an expert present in the field they 
were interested in ‘to back me up...to get more out o f you’. Finally, one participant said 
they would like the ward round to be more informal.
Discussion
Some interesting information was gathered about patient perceptions of ward rounds on 
this ward. Qualitative methods have been usefiil in obtaining rich data concerning in­
patient views, despite the limitations incurred by such an approach, which will be 
discussed later.
It is encouraging that there were several indications that the participants were satisfied 
with the ward round, and some identified useful aspects of it, such as building confidence. 
However, the theme of fear and intimidation was alluded to on several occasions, 
indicating that aspects of the external environment may be less than optimal for some 
patients to feel relaxed in the ward round.
The external factors mentioned by the participants may be regarded in terms of power 
differentials within the ward round process. Many participants referred to believing that 
decisions were made prior to their attendance, and being informed of these by either the 
consultant or nurse, not any other member of the team. It was interesting to note that no 
responses indicated that the patient was part of the decision-making process. In order to 
ensure that patients feel more included, patient advocates can help to voice their views. 
One participant expressed the wish that all those present in the ward round took part in 
the discussion. This may help place the patient as part of a team of decision-makers, 
rather than outside of this process.
The number of professionals present was commonly felt to be excessive, in contrast to 
studies of ward rounds with a different client group suggesting that this was reassuring 
(Birtwistle et al, 2000; Seo et al, 2000). Some participants expressed ideas about how to
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change this, indicating the importance of this factor. The number of people present was 
also perceived to impact on the layout of the room, with the most effective arrangement 
having the chairs in a circle, an arrangement which was referred to as feeling like an 
interrogation. This point raises the question of how important is it to include all the 
professionals in the team, regardless of their involvement in the case, in balance with the 
potential for feelings of intimidation on the part of the client. Perhaps, if professionals 
have little to contribute to the case, they should not attend that person’s ward round. The 
suggestion made by one participant to only increase the number of people present as the 
patient becomes accustomed to the ward environment and less distressed, may be worth 
considering.
The notion that patients’ levels of distress upon entering the ward may affect their 
perceptions of ward rounds is important for this study. It may be a limitation in terms of 
obtaining reliable data, and has been used as a criticism of patient satisfaction surveys in 
the past (Crawford & Kessel, 1999). However, the results are designed to show in-patient 
perceptions of ward rounds as they occurred and are still useful in understanding their 
reactions to it, regardless of the impact of mental illness. Levels of distress may have 
contributed to the discrepancy between the participants’ recollections of whether or not 
they were introduced to unknown faces, and the researcher’s own experience in which all 
patients were introduced to new faces. Some recognition of poor recollection at this time 
of treatment may be advisable when providing patients with information. This may be 
reflected in their poor awareness of the role of each professional group present in the 
ward round.
These results indicate potential areas for change in the ward round process, on one ward, 
at one particular time. It is not a suggestion for ideal standards across the country. It is 
impossible to make the ward round an ideal experience for everybody, but asking patients 
their views is becoming an important part in the development of services (Crawford & 
Kessel, 1999; Goodwin et al, 1999). This study highlights some potentially important 
aspects of ward rounds (feelings of intimidation, decision-making and communication.
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the number of people and practical arrangements) that may be included in a structured, 
standardized questionnaire about the process. Certain aspects identified here were 
recommended for change in the Open Mind publication (Wolf, 1997) (see appendix 1), so 
this small study may be seen to support those standards.
Limitations
The effect of participants’ mental illness on reliability of reports has already been 
discussed. Further research could investigate the impact levels of distress and mental 
illness can have on the reliability of patient reports.
This was a very small study, indicating a snapshot of patient views at one point in time on 
one ward. The results indicate only potential areas of interest for further investigation, 
not general patient perspectives on ward rounds. Variations in the length of stay, 
diagnosis and age may affect patient perceptions. Further research should incorporate 
more participants, and compare responses according to each of these factors, or select a 
more homogeneous sample. Additionally, the participants had two different consultants, 
which may have added variability to their responses, although efforts were made to 
ensure that the ward rounds were similar.
The fact that four interviews were audio-taped and four were written verbatim may affect 
reliability. It was felt that audio-taping was more reliable, ensuring that all information 
was recorded accurately, and that writing responses down disrupted the flow of the 
interview. However, half of the participants did not wish to be audio-taped. Future 
studies should ensure that one method of data collection is employed. Writing responses 
verbatim may be the only solution to this problem when working in this type of setting.
Despite these limitations it was felt that this small scale investigative study highlights 
important areas for future research, and may be useful in developing a structured 
questionnaire for larger studies.
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‘OPEN MIND REPORT’
A CODE OF CONDUCT FOR WARD
ROUNDS
-131 -
A  c o d e  o f  c o n d u c t  fo r  w a r d  r o u n d s
RIGHT N O T  T O  ATTEND
A patient's attendance at a ward 
round is voluntary. It should be 
made clear to each patient that s /h e  
has the right not to attend and, as an 
alternative, can choose to meet one of 
the professionals involved either 
beforehand or afterwards. Patients 
should also have the opportunity to 
see a member of the ward round 
team in a different setting if they so 
choose. For those patients willing or 
wanting to attend the ward round, 
thought should be given at all times 
to the patient's comfort and dignity.
PROFESSIONALS PRESENT
The number of professionals presen i 
should be kept to a rriinimum - say, 
three or four. All workers present at] 
the ward round should be 
introduced to the patient and their 
reason for being there should be 
explained. The reason should alwajrg 
be for the patient's benefit.
STUDENTS
students should attend the ward round 
Dnly with a patient's permission.
ADVOCATES/FAMILY MEMBER^
should a patient wish to bring a 
arnily member or an advocate with
them to the ward round, this must b« 
facihtated and encouraged.
A PPO IN TM E N T TIME
Where possible a patient should be 
given an appointment time when 
they can expect to be seen. Relatives 
or other key individuals who are 
expected should also be given an 
appointment time and these times 
should be adhered to.
PUNCTUALITY
Ward rounds should start on time
and all professionals involved
should aim to be present from the
start. Latecomers should only be
admitted if they are expected and
they should be introduced to the
patient. They should apologize for
their lateness and explain it. ^ YViut wrucn low er
Professionals who have to leave early h is/her dignity. Professionals should
should explain the reason for their not ask the patient questions to
departure and time it in such a way as which they already know the answer
to cause the least possible disruption. Unless it is judged to be absolutely
necessary, they should not ask
than at the centre of a 
cross-examination.
REFRESHMENTS
Where refteshments have been 
provided for staff, patients should be 
offered refreshments too.
Q U E S T IO N S
Questions should be asked in a 
respectful manner. Thought should 
be given as to w ho is the m ost 
appropriate person(s) to ask those |  
questions in each case - it should n lf  
automatically be the psychiatrist.
SENSITIVE E X A M IN A T IO hf
The patient's mental or emotional 
state should not be insensitively 
examined in public and amongst 
strangers with tests hi h
/ s e a t i n g
Seating should be arranged so that 
the patient is part of the circle, not at 
the centre of it. The ward round 
should be conducted in a way that 
ensures the patient feels as much part 
..of a discussion as possible, rather
---------------------- A dverlisem ents----------— ________
questions which take the person 
into painful or intimate areas of 
h is/her life.
Rogan Wolf is a  mental health support worker
Rogon W olf, W estminster Consultotion Project 
( /^ n to i  Heoilh), c / o  Bisfvop C reighton  H ouse, 3 7 8  
liiiie Rood. London S W 6  7PH
1*7 THE 
W O R C E S T E R
ZOUNSFLLING
Diploma in Integrative 
Psychosynthesis Counselling
A BRmSH ASSOOATXIN FOR 
COUtMSEUJNG RECOGNKED COURSE
► A thre* /  four y « r  p ,r t  time courxsellins/psychotherapy
!
A^citional C ollege o f  H ypnosis
G . n d  f ^ S y c h o t h e ^ ' C i p u  M em ber of 
Venues - Condon. Çlasgow. Cheshire UKCP 
^tegrated training in Hypno-Psgchotherapy. 
Comprehensive courage of the use of hypnosis within a 
broad-ba^dpsychotherapeutic framework.
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Dear;
Re: An exploratory qualitative study focusing on in-patients’ experiences of
psychiatric ward rounds in an acute in -patient setting -  01.24.2
Thank you for your recent letter. 1 am now happy to approved commencement of the 
above named study.
Yours sincerely
Chairman
Local Research Ethics Committee
Please Note: All research should be conducted in accordance with the guidelines of the
Ethical Committee; the reference number allocated to the project should be 
used in all correspondence with the Committee and the Committee should be 
informed:
(a) when the project is complete.
(b) what stage the project is at one year from today’s date.
(c) if any alterations are made to the treatment or protocol which might 
have affected ethical approval being granted.
(d) all investigators whose projects have been approved by this Committee 
are required to report at once any adverse experience affecting subjects 
in the study and at the same time state the current total number of 
Serious Adverse Events that have occurred.
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An ExploratoiT Study Focusing on In-Patients’ Expeiiences 
of the Ward Round in an Acute Setting.
Intei-view Schedule
I D. Number.
D.O.B.;
Diagnosis;
Date Admitted: 
No. Admissions
The following questions are designed to elicit basic information from the patient. 
Some prompting may be required. However, leading questions should be avoided:
1) When were you admitted to the ward?
2) For what reason?
3) Have you attended a ward round? Y/N
The following questions are about the process of the ward round and the subject’s
Wlio was there?
(P lease tick)
Were they 
Introduced to you? 
(Y /N )
Who did you know/ 
had you seen 
before? (Please tick)
Why were they 
there?
Consultant
Psychiatrist
Junior Doctor
Clinical
-Psvcholooist -  ■
Social Worker
Community 
Psychiatric Nurse 
Nurse from the
ward (please stale e.g. 
named nurse, ward 
-m anager)---------------------------
Student Nurse
Other Students
Other (p lea se  state)
These questions are more open and are designed to elicit as much information as 
possible about the patients’ experiences. Again, prompts may be given, but leading 
questions should be avoided:
1 ) Could you describe in your own words what happened during the ward round?
2) How were decisions made in the ward round?
3) How would you describe the way you felt as you entered the ward round?..-
4) How had this changed by the end of the ward round?
5) a) How would you change the ward round?
b) In what way would this make you feel differently about it?
Finally, a question about how the subject is feeling now, and more information about 
the purpose of the interview.
I hope that was okay for you. How are you feeling now? Is there anything I haven’t 
covered that you feel should have been? Do you have any questions?
If you wish, I can send you a copy o f the results when the study is completed, and you 
are invited to comment on whether you think they are accurate.
The purpose o f this interview was to tiy and find out how people feel when they go 
into ward rounds, because it seems as though people have mixed feelings towards it. 
We wanted to get your views on it because we think they are important.
Thankyou for your time.
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An Investigation Into People’s Experiences of 
Ward Rounds
Information for Participants
You are invited to take part in a small research study. It is important that you read this 
information sheet before deciding to take part so that you fully understand what is 
involved. You may wish to go away and think about this before deciding, and talk to 
your named nurse if you wish. Thank you for reading this information.
What is the Purpose of this Study?
This is a study to investigate how residents on this ward feel about the ward round 
process. This is important because ward rounds should be a positive experience, and by 
obtaining your views, we can help to make sure it is. This investigation is being carried 
out by a trainee clinical psychologist, at x University, as part o f her training. However, it 
is also hoped that the results will help us to understand how people feel about attending 
ward rounds.
Why am I Being Asked to Take Part?
All residents o f  x ward who are linked to Community Mental Health Team (Localities x 
and X ) are being asked to take part. Hopefully, ten residents will be interviewed in total 
over the course o f one month.
Do 1 Have to Take Part?
You do not have to take part in this interview and you may withdraw at any time. I f  you 
decide not to take part, this will not affect your treatment in any way.
What Will I Have to Do?
I f  you have attended a ward round, you are invited to take part in an interview about your 
feelings about it. If  you decide to take part you must sign a consent form, agreeing to be 
interviewed. The trainee clinical psychologist will ask you a few questions about you 
and how you view the ward round, which should take about half an hour. The interview 
will be taped, or recorded in writing if you prefer. When this study has been completed, 
you may receive a summary o f the findings, and comment on them if you wish.
What About Confidentiality?
Your name or personal details will not be used at any time. All records o f  the interview 
will be destroyed once the results have been analysed.
What Will Happen to the Information I Give?
All the interviews will be examined to  see if  there are any particular feelings about ward 
rounds shared by other residents. The results will be written up in a short report that will 
be submitted to the university and marked. You may receive a copy o f the results and are 
invited to comment on what you think o f them.
Who is Organising and Funding this Study?
You may keep this information sheet, along with a signed copy o f  the consent form if you 
decide to take part.
(Trainee Clinical Psychologist)
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of the Ward Round in an Acute Setting.
I have read and understood the information regarding this project, and agree to take part 
in the interview. I understand that all my details will be confidential and that taking part 
in this project will not affect my treatment in any way.
Signed :________________:__________  Date:
R esearcher’s Signature:.__________________  Date:
I understand that this interview will be audio-taped and agree to this. I am aware that the 
content o f  the tapes will be kept confidential and that they will be destroyed when the 
study is completed.
S igned ;___________   Date:_______________
R esearcher’s Signature:______________    Date*
Research Section Appendices
APPENDIX 6
EXAMPLES OF INDEX CARDS
-143
A Q M Q L JT I A  gP/\A JC€m rgA JTfb  {
' 1+ rem nctec/ m u of f W  TV fYcxyzvr^nyz^.
cp Cio-fecco c f %3nmzTitc^ . ‘ 
'Gverworvg: i€> G'-Hnrq -fhzre in hiCiV,
, C h z : , K S  ' . ' ^  :
. . .  nttcl T o  ge+  o v e ^ o n o  m  .T-bie_S5 »i2, i 
..roonn- - —_sJL %sdr avzxnc/ --Pe>ovbeoL_... 
H-TdoViK id-'ts. Jo_S(SiC&.l/ " ‘ ' ‘ *
   :_________ \r> d W e
J  5 7) lim'i-lec/ ncmloer o)"
'CCS we.'ve...o:>T__T _.................... .
M o l  i n .  S O  y& K a s  dK&_ai0'O-frxq.GyTr3£2i?ATr
- cf+hc, m eefin a  j o o s ^ .  '.Y.____ _
'  7 û u  . c T o r i  ' T  l a a . v d ^ . - a / S o + _ d h . ô o e ______
resoLv^ ocs .'ve ..0oT
'tTcr so sr 5dh.e,_ai__
h e e e d o Q . . , .  c f .  ’ 
j J n . + telvfer-a j O.- :
' f  Q o w  0 o  2 < n c T ..S e J2 _ a t.-D r. 
y o u   ^oklcopios hZtve ja_.*5eT:. Tnme . . .  - /
^  tPinL Hé V2XU. /.................
T T i g o  j u s T  a ^ s u K T T u z  y o u -  V_€ Q o  t n q .  
-.. 4o b>e .SvTdlr0...at2îc.no( ,.' . _ — .
CO îM ~r .
: T ' r J  l iT o  4 n  o  p f s y . H o l c i0 i r d  l o T - J a g .
;_ V Z iV o l  . - » T Q L n d - , _ . b o c O c ^ ^  ---------------
i _ . . p ^ O ^ V r x o c A o Y O O i a a . ( C - - a o p e . c T r - d _ ^   —
' .  \ . . O U o n t e o i  % c : n 3 0 0 c v z d b o : C S . . l 6 Z b o _ ^ .
. i r > t e r ' 2 S r t e o j  l o .  c o l o s - . T  . l ' r r i - / o t o a ^ T a s :  
_ l o  ......... - V o .  - s J t t —i o z T a (2
. . .  VsSvoC. m g, y o  .dâ_ .0OL . r v o 5. i œ T d d : : j 2 / : —
- O p O  . - - 1 .-- — ; - - -.--------
'  I f  C o c u  l o i  k S A j e  o z o n  b s - r h a r  tÇ. d .   ...
Na i l ' S  a  V T vV  m o n e  t o p o r o n n o .  /  .  '_
Research Section Appendices
APPENDIX 7
DEFINITIONS OF CATEGORIES
-145-
DEFINITIONS OF CATEGORIES
Decision-making -  Include statements that indicate that some form o f discussion or 
decision making occurred in, or prior to, the ward round.
Communication -  Include statements referring to certain people communicating with the 
participant during ward rounds, or how ideas were communicated in the ward round..
Feelings o f satisfaction -  Include statements including expressions o f satisfaction about 
the ward rounds
Negative feelings or expressions o f  fear or intimidation -  include any statements 
indicating these feelings, and those indicating that these feelings were specifically not 
experienced. Also include any general negative feelings about ward rounds.
Outcome -  include statements referring to how the outcome o f the ward round may affect 
feelings towards it.
Consequences - Include statements indicating that certain feelings during the ward round 
may have implications for the patient in the ward round.
Number o f People -  Include any statement referring to the number o f people present at 
the ward round.
Coping -  Include statements referring to perceived levels o f  coping, or coping strategies 
people used during ward rounds.
Practicalities -  Include statements about the arrangement o f  the room, structure o f  the 
ward round, or other practical arrangements.
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Dear Kate,
Thankyou for the feedback concerning your study on in-patients’ perceptions of ward 
rounds in an acute setting. Thankyou also for all the hard work you put in to conducting 
this study.
Best wishes
Consultant Clinical Psychologist
MAJOR RESEARCH PROJECT
An Investisation of Meta-co2nitîve Beliefs and Early Maladaptive Schema in 
People with Recent Onset Psychosis Usins a Closely Matched Non-Psychiatric
Control Group
July 2003
Year 3
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An Investisation of Meta-cosnitive Beliefs and Early Maladaptive Schema in 
People with Recent Onset Psychosis Usine a Closely Matched Non-Psychiatric
Control Group
ABSTRACT
This study investigated the contribution o f meta-cognitive beliefs and Early 
Maladptive Schemas (EMSs) to early psychosis in order to test a cognitive model o f 
the positive symptoms ofpsychosis that emphasises the contribution o f self-knowledge 
in the misinterpretation o f intrusions into awareness (Morrison, 2001). Based on 
previous findings, it was hypothesised that people with recent onset psychosis who 
experienced positive symptoms would obtain higher scores on measures o f 
maladaptive meta-cognitive beliefs and EMSs than a non-psychiatric control group.
It was also hypothesised that severity o f hallucinations would be related to specific 
meta-cognitive beliefs relating to the uncontrollability and danger o f thoughts, and 
persecutory delusions would be associated with EMSs relating to mistrust/abuse and 
vulnerability to harm.
The Meta-cognitions Questionnaire (MCQ) and Young’s Schema Questionnaire 
(YSQ) were administered to 20 individuals with recent onset psychosis and 20 closely 
matched non-psychiatric control participants. The early psychosis group obtained 
significantly higher scores on the cognitive confidence dimension o f the MCQ and the 
emotional deprivation item o f the YSQ. There were no significant differences 
between the groups on other dimensions o f the measures.
The results indicated that there was little relationship between specific positive 
symptoms and meta-cognitive beliefs and EMSs. However, this must be interpreted 
with caution due to the small sample size.
The implications o f these findings for Morrison’s cognitive model o f the positive 
symptoms ofpsychosis, and psychological interventions in early psychosis are 
discussed. The contribution o f the use o f a closely matched non-psychiatric control 
group to these findings is also considered.
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INTRODUCTION
This study investigated meta-cognitive beliefs and early maladaptive schemas in early 
psychosis. It was based on previous literature indicating that beliefs about the self 
and others and beliefs about thought processes contribute to positive psychotic 
symptoms such as delusions and hallucinations. This piece of research was unique in 
its focus on these cognitive concepts in early psychosis.
In this introduction, the nature of psychosis and rationale for early intervention will 
first be described. The importance of psychological therapies in psychosis will be 
emphasised with a focus on cognitive research and theory. Finally, the origins of the 
cognitive theory used in this study will be discussed in detail, before considering the 
application of the model to psychotic symptoms.
Background
Historical Background
In 1896 Emil Kraepelin was one of the first people to identify a group of people 
presenting with the set of symptoms that we now call schizophrenia. These symptoms 
included hallucinations, delusions, negativism, attentional difficulties, stereotyped 
behaviour and emotional dysfimction. He called this syndrome ‘Dementia Praecox’ 
giving this name as a result of its apparent early age of onset (praecox) and chronic, 
deteriorating course (dementia) (Bentall, 1995). Eugen Bleuler later developed the 
term schizophrenia (literally meaning ‘split-mind’) to describe this group reflecting 
what he saw as the ‘breaking of associative threads’, or splitting of links between 
mental processes, that was thought to account for the disrupted thought associated 
with the condition.
Since these early days of formal classification of mental health problems, there has 
been much discussion about the validity of the diagnosis of specific forms of 
psychosis, particularly schizophrenia, and diagnostic categories have been broadened 
and narrowed continuously. One of the major current objections to the current 
classification of psychotic disorders, especially schizophrenia, is the observed
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heterogeneity of individuals with the diagnosis. Additionally, findings indicate that 
diagnoses of specific forms of psychoses such as schizophrenia are unreliable, with 
different clinicians often varying in their assignment of a specific diagnosis to the 
same individual (Bentall, 1990; Boyle, 1990). This has led research in the field to 
focus on individual symptoms, such as hallucinations or delusions, rather than 
investigating characteristics of a group of individuals who may differ vastly in 
presentation (Garety and Freeman, 1999). This is known as the individual symptom 
approach (Bentall, 1990). In accordance with this position, this study focuses on 
specific symptoms in people with psychosis (for example hallucinations and 
delusions), rather than on people with specific diagnoses. This is particularly 
important when studying characteristics of early psychosis, because in early psychosis 
symptoms are changing more rapidly and there is a higher rate of syndromal co­
morbidity than later in the course of the condition, making specific diagnosis even 
more difficult (McGorry, Yung & Phillips, 2001).
The Symptoms o f Psychosis
Psychosis is included in DSM-IV (APA, 1994) under ‘Schizophrenia and other 
Psychoses’, reflecting the general acceptance that the diagnosis of schizophrenia is the 
most common among those presenting with psychotic symptoms. It is characterised 
by disruptions in thinking and perception resulting in positive symptoms such as 
hallucinations, delusions and thought disorder. Negative symptoms, including social 
withdrawal, slowing of thoughts, flattened affect and low motivation, are also often 
present (DSM-IV (APA, 1994)). This study focuses on hallucinations and 
persecutory delusions.
Specific Forms o f Psychosis
The diagnostic criteria for schizophrenia, presented in DSM-IV, specify that the 
individual must have had two or more ‘psychotic’ symptoms for a significant period 
of time during a one month period. Psychotic symptoms include delusions, 
hallucinations, disorganised speech, grossly disorganised or catatonic behaviour and 
negative symptoms. These symptoms must have been present for at least six months 
and have caused a significant deterioration in functioning in terms of work or school, 
interpersonal relations, or self-care. The diagnostic criteria for schizophreniform 
disorder are essentially identical, but this diagnosis would be given if the duration of
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symptoms was shorter (more than one month, but less than six) and the signifieant 
deterioration in functioning may not be present. The diagnostic criteria for 
schizoaffective disorder include the presence of the psychotic symptoms mentioned 
above, in addition to a major affective disturbance, such as a manic, major depressive 
or mixed episode. In order for this to be differentiated from an affective disorder, 
such as bipolar disorder (or manic depression) the psychotic symptoms must have 
been present for two weeks in the absence of mood symptoms (DSM-IV, APA, 1994). 
There are other forms of psychosis including drug induced psychosis and organic 
psychosis where the symptoms are caused by either chemical substances or have some 
other physical cause.
Prevalence
Estimates of prevalence of schizophrenia have ranged from 0.2% to 2% (APA, 1994). 
Differences in reported prevalence rates may be the result of the difficulties with 
diagnosis outlined above, or variations in prevalence across geographical location. 
Taking these considerations into account, it is generally accepted that the lifetime 
prevalence of schizophrenia is around 1% (DSM-IV) (APA, 1994). Other forms of 
psychosis appear to be less common. For example, the lifetime prevalence of 
schizophreniform disorder is around 0.2% (DSM-IV) (APA, 1994).
Course
Until recently, it was believed that the symptoms of psychosis indicated the existence 
of a severe, long-term mental illness, a view largely influenced by the Kraepelinian 
description of the course of schizophrenia described above (Bentall, 1990; Bentall, 
1996). Fortunately, this view is now changing, and interventions are being developed 
that target the early signs and symptoms of psychosis, with a focus on preventing the 
long-term difficulties that individuals with psychosis have previously faced.
Intervention
The Focus on Early Intervention in Psychosis
Over the past ten years, the importance of early intervention in psychosis has been 
emphasised (Birchwood & McMillan, 1993; Birchwood, Fowler & Jackson, 2002; 
McGlashan & Johannessen, 1996; McGorry & Jackson, 1999;Wyatt & Henter, 2002). 
This emphasis marks a radieal change from the earlier, more pessimistic view that
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little can be achieved in changing the chronic, deteriorating course of psychotic 
disorders such as schizophrenia. It seems to have been accepted that little progress 
will be made once a person has developed psychosis, so it will do no real harm to 
delay treatment until a specific disorder is identified (McGorry, 2002). This approach 
may have, paradoxically, contributed to the belief that psychosis has a chronic, 
deteriorating course, and that little can be done to change this.
More recently, evidence has been found to suggest that there is a critical period for the 
development of psychosis, during which symptoms develop and may change rapidly. 
This critical period is thought to be around two years (Birchwood, 2002; Thara, 
Henrietta, Joseph, Rajkumar & Eaton, 1994). Subsequent to this critical period, 
studies indicate that the course of psychotic disorders such as schizophrenia 
‘plateaus’, with the level of symptoms and associated disability stabilising 
(Birchwood, 2002). It is recommended that assertive intervention takes plaee during 
this critical period because it seems that during this time, symptoms are more flexible 
and open to change than during the later stages of psychosis. Therefore, intervention 
seems more likely to be effective in reducing symptoms and disability, and in 
changing the course of psychosis at this stage (Birchwood, 2002; McGorry &
Jackson, 1999). Early intervention using low-dose anti-psychotic medication, 
assertive input from community teams regarding recognition and management of 
early warning signs, relapse prevention, family work, individual psychotherapy and so 
on, has been used in various pilot treatment programmes around the world and shown 
to produce significant improvements in outcome (for example. The Early Psychosis 
and Prevention Centre (EPPIC) in Australia and the Initiative to Reduce the Impact of 
Schizophrenia (IRIS) programme in the UK (cited in Birchwood, 2002)).
Psychological interventions are important components of these early intervention 
programmes. However, until about 20 years ago, it was generally accepted that 
schizophrenia had a biological cause and that the only treatment of value was 
neuroleptic medication.
Intervention in Psychosis
Early attempts at psychodynamic psychotherapy failed to show improvements and 
were thought to be damaging to the client in some cases (Bentall, 1996), and the
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success of family interventions was, until recently, relatively ignored (Barrowclough 
and Tarrier, 1997). The generally accepted view of psychiatry was that the content of 
the symptoms such as hallucinations and delusions was not meaningful and 
‘ununderstandable’ (Jaspers, 1963 — cited in Bentall, 1996 (pp8)), resulting from 
neurological defects, and therefore unworthy of investigation (Bentall, 1996). The 
focus of research into psychosis was mainly biological until about twenty years ago, 
and the predominant theories suggested that biochemical and neurological changes 
occurring in the brains of people vdth psychosis were responsible for the symptoms.
It has been suggested that these changes occur as a result of genetic abnormalities, 
viral infection during pregnancy, traumatic birth, adverse life events or a combination 
of some or all of these factors. Currently, the main form of treatment for people with 
psychosis is still neuroleptic medication, which is thought to work by reducing the 
activity of a neurotransmitter in the brain called dopamine.
The Vulnerahility-Stress Model o f Psychosis
The focus on biological factors in psychosis has now changed, with the acceptance of 
the vulnerability-stress model of psychosis (Zubin & Spring, 1977). This is a 
biopsychosocial model, recognising the interaction between factors that contribute to 
the vulnerability of an individual to develop a disorder, and the stressors that may 
trigger it. Vulnerability factors include biological factors such as genetic make-up or 
neurological abnormality as well as sociological factors such as early life experience, 
and psychological factors such as cognitive vulnerability. Stressors may include any 
life events that the individual may be exposed to which leads to the emergence of that 
disorder. It is widely accepted that environmental stress is linked to the onset of 
psychosis. A major study investigating life events occurring prior to a psychotic 
episode found that stressful life events preceding these episodes were a cross-cultural 
phenomenon (Day et al, 1987). Figure 1 shows a diagrammatical representation of 
the vulnerability-stress model.
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stress
Threshold
vulnerability
Figure 1, The Vulnerability-Stress Model o f Psychosis
Acceptance of this model allowed for more consideration of how psychological and 
social factors may contribute to the development of psychosis, rather than assuming 
that psychosis has a purely biological cause.
Cognitive Approaches to Psychosis
Following from the vulnerability-stress model, psychological therapies such as 
Cognitive Therapy (CT) are crucial to programmes of intervention in psychosis. CT 
is a form of therapy that focuses on cognitions (thoughts and beliefs) as the driving 
force for behaviours and feelings, and emphasises the importance of our specific 
patterns of beliefs in interpreting events around us. Two cognitive theories of 
psychological disorder are described below, in order to introduce the cognitive 
concepts investigated in this study with people Avith early psychosis.
The Cognitive Model — The Concept o f Schema
Aaron Beck and his colleagues developed the first cognitive model in 1979 when 
working with people with depression. Briefly, the model suggests that our cogmtions 
(thoughts and beliefs) influence the way we perceive events, and consequently the 
way we feel emotionally. Central to this approach is the concept of schema.
-156-
Research Section_____________________________________________ Introduction
‘Schema’ is a term that originated from the information processing literature, and 
refers to a cognitive construct consisting of a stored domain of knowledge which 
interacts with the processing of new information (Williams, Watts, MacLeod & 
Mathews, 1997). In clinical psychology, particularly in terms of the development of 
CT, schema have been conceptualised as cognitive structures for screening incoming 
information and interpreting experiences (Beck, 1967; Young, 1994). The way we 
appraise and interpret experiences is thought to affect the way we feel about them.
For example, if a person with schema concerning ‘failure’ does not do as well as he or 
she hoped in an examination, that schema may be activated and the person may 
appraise their poor performance as proof that they are a failure, leading to feelings of 
overwhelming sadness and depression. A person without this schema, while 
disappointed, may be more able to view their performance as an isolated incident, 
rather than confirming negative beliefs about themselves as a person.
Schemas are thought to contribute to psychological vulnerability by influencing our 
cognitive processes. For instance, they can lead to dysfunctional assumptions such as 
‘iff am perfect at all things then I am not a failure’, and cognitive distortions such as 
polarised thinking (‘black and white thinking’) or attentional biases (focusing 
attention on incidents that serve as proof for the schema, rather than other, more 
positive incidents) (Beck et al, 1979). Schema can also lead to behaviours that are 
problematic when they pervade a person’s life. Schema avoidance refers to behaviour 
which allows the individual to avoid activation of a particularly painful schema (for 
example, refusing to undertake demanding tasks in order to avoid confrontation with 
schema about failure). Schema compensation refers to behaviour which serves as 
evidence against a particular schema (for example, always caring for others in order to 
compensate for schema about social unacceptability). These behaviours may also 
have the paradoxical effect of strengthening the schema that is driving them (Young, 
1994).
Young (1994) identified 15 Early Maladaptive Schema (EMS) that he proposed 
eontributed to psychological vulnerability. He proposed that EMSs are declarative 
beliefs (for example,’I am ....’, ‘people are...’) that develop during early life. EMSs 
are thought to be largely influenced by parental bonding experiences, and to be 
particularly resistant to change in adulthood (Young, 1994). It has also been proposed
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that EMSs are capable of engendering higher levels of negative affect than other 
cognitive vulnerabilities as they relate to core life themes, such as autonomy and 
intimacy (Schmidt, Joiner, Young & Telch, 1995).
The 15 EMSs were initially identified by Young from clinical observation and later 
research using factor analyses. They include emotional deprivation, abandonment, 
mistrust and abuse, social isolation, defectiveness, failure, dependency, vulnerability 
to harm, enmeshment, subjugation, self-sacrifice, emotional inhibition, unrelenting 
standards, entitlement and insufficient self control/self discipline (Young, 1994). He 
developed a questionnaire to measure these EMSs, called Young’s Schema 
Questionnaire (YSQ). The YSQ has been used in many studies investigating the 
contribution of EMS to emotional disorders such as depression. These studies have 
shown that certain EMSs such as dependency, defectiveness/shame, insufficient self- 
control, vulnerability and self-sacrifice are specifically associated with depression 
(Harris & Curtin, 2002; Schmidt et al, 1995; Welbum, Coristine, Dagg, Pontefract & 
Jordan, 2002). The YSQ will be used in this study to investigate the existence of 
specific EMS in people with early psychosis. Figure 2 shows a summary of schema 
theory.
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Dysfimctional
Schemas
Behavioural Responses
Negative Automatic 
Thoughts
Figure 2. Generic Schema Theory o f Emotional Disorder (Adaptedfrom Wells,
2000)
The cognitive model has been adapted to various forms of emotional disorder, such as 
anxiety, with different models focusing on different aspects of cognition, and has 
generally been accepted as a useful model when designing interventions. However, 
Wells (2000) argues that Beck’s schema theory fails to allow for detailed explanations 
about how core maladaptive schemas interact with appraisals and subsequent 
behaviour. Schema theory views cognitive biases, such as selective attention, as 
emerging as an incidental, or ‘automatic’ result of schema activation, whereas Wells 
argues that a more dynamic model representing the interaction between schema and 
self-regulatory processing is required (Wells, 2000). The model used in this study
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uses concepts from a cognitive model of anxiety developed by Wells & Matthews 
(1994), which aims to clarify the link between beliefs and symptoms. The Self- 
Regulatory Executive Function model acknowledges the influence of declarative 
beliefs about the self and others on behaviour and emotion, but also attempts to 
provide a framework for explaining how this occurs. This model is described below.
The Self-Regulatory Executive Function (S-REF) Model of Emotional Disorders
Events in the external environment, physical sensations or cognitions may be 
described as intrusions into awareness (Wells & Matthews, 1994) and it is the way we 
appraise these intrusions that distinguishes clinical from non-clinical populations 
(Wells, 1995). The Self-Regulatory Executive Function (S-REF) model of emotional 
disorders is an information-processing model that explains how procedural and 
declarative beliefs such as meta-cognitions (beliefs about thought processes) may 
influence appraisals of intrusions into awareness and subsequent behaviour.
The Role o f Meta-Cognitive Beliefs
The S-REF model suggests that vulnerability to certain psychological disorders is 
associated with cognitive-attentional processes, including heightened self-focused 
attention, attentional bias, ruminative processing and activation of dysfimctional 
beliefs. These cognitive-attentional processes are mediated by executive processes 
driven by the individual’s beliefs about processing. These beliefs may be procedural 
(guiding processing) or declarative (for example, ‘worrying helps me cope’) 
(Morrison, 2001; Wells and Matthews, 1994). It is suggested that the most important 
of these beliefs are meta-cognitive in nature (Wells, 2000).
Meta-cognitive beliefs may be described as ‘thoughts about thoughts’ and affect the 
way we interpret situations and select and execute thought processes (Wells, 2000). 
They include beliefs about the positive and negative aspects of certain thoughts (for. 
example, ‘worrying is bad for my health’ or ‘worrying helps me cope’) and beliefs 
about the content of thoughts (for example ‘if I had a thought about a bad situation 
and it happened, it would be my fault’ or ‘people should not have violent thoughts’). 
These types of beliefs are thought to drive cognitive processing and subsequent 
behaviour. For example, if a person has strong beliefs about the positive value of 
worrying, they are likely to focus their attention on worrying stimuli, subsequently
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increasing worry behaviours such as checking. If a person has strong beliefs about 
the dangers of worrying, they are likely to focus their attention on their worry 
behaviour, trying to reduce it using behaviours such as distraction or thought 
suppression.
Architecture o f The S-REF Model o f Emotional Disorders
The S-REF model is based on a structure of three interacting levels of cognition. The 
first level is a stimulus-driven lower-level cogmtive network of processing, which is 
largely reflexive and places low demands on cognitive resources. This lower level 
mainly operates outside of conscious awareness. The second level is controlled ‘on­
line’ and is involved in the conscious appraisal of events and control of action and 
thought. The third level consists of a store of self-knowledge in long term memory 
that consists partly of meta-cognitive plans for processing (Wells, 2000). This third 
level, labelled ‘self-beliefs’, is the focus of this study. The S-REF model of emotional 
disorders is summarised in figure 4.
It seems reasonable to assume that the store of self-knowledge in long term memory 
may also consist of declarative beliefs about the self, such as schema (for example, 
‘I’m vulnerable’, ‘I’m worthless’). The difference between schema theory and S-REF 
theory is that, in schema theory, core schemas are thought to influence our appraisals 
and consequent cognitions, emotions and behaviours automatically; whereas in S-REF 
theory core schemas are thought to be the product of running particular processing 
routines, driven by meta-cognitive beliefs (Wells, 2000).
In S-REF theory it is proposed that meta-cognitive knowledge guides the processing 
and interpretation of stimuli (such as external events or cognitive intrusions) that 
result in the development or activation of schema. Meta-cogmtive knowledge 
consists of implicit plans for processing that operate outside of conscious awareness, 
and are therefore cognitive structures that would be difficult to measure in research.
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Figure 4. The S-REF Model o f Emotional Disorders (From Wells, 2000)
However, meta-cognitive knowledge also manifests itself as explicit (or declarative) 
beliefs that can be measured (for example, ‘worrying helps me to avoid danger) 
(Wells, 2000).
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There is now a substantial evidence base indicating that meta-cognitive beliefs are 
associated with emotional disorder. In the development of the Meta-Cognitions 
Questionnaire that is used in this study (MCQ) (Cartwright-Hatton and Wells, 1997), 
the authors identified five domains of meta-cognitive beliefs using factor analysis. 
These were:
1) Negative beliefs about the uncontrollability and danger of thoughts ( for 
example, ‘iff could not control my thoughts I could go crazy’)
2) Positive beliefs about worrying (for example, ‘worrying helps me cope’)
3) Negative beliefs concerning superstition, responsibility and punishment (for 
example, ‘if I had a worrying thought and then it happened, it would be my 
fault’)
4) Cognitive self-consciousness (for example, ‘I constantly monitor my 
thoughts’)
5) Cognitive confidence (for example, ‘My memory can mislead me at times’).
The Relationship Between Meta-Cognition and Anxiety Disorders 
During validity testing of the MCQ, it was found that meta-cognitive beliefs were 
highly correlated with trait anxiety, obsessions, compulsive checking, vulnerability to 
health worries and social worries. In particular, obsessions were found to be highly 
correlated with positive worry beliefs and negative beliefs concerning the 
uncontrollability and danger of thoughts and superstition, punishment and 
responsibility (Cartwright-Hatton and Wells, 1997). This finding was supported by 
Wells and Papageorgiou (1998) who found that obsessional thoughts were predicted 
by negative beliefs about uncontrollability and danger and positive worry beliefs. It 
has also been shown that obsessional checking is uniquely associated with positive 
worry beliefs and beliefs about uncontrollability and danger independently of general 
worry proneness (Wells and Papageorgiou, 1998). These findings indicate that there 
is some specificity in patterns of meta-cognitive predictors of specific symptoms of 
emotional disorders, but also that meta-cognitive beliefs are general indicators of 
vulnerability to worry and emotional disorder (Wells, 2000). Most of the research 
literature about the contribution of meta-cognitions to emotional disorders focuses on 
two disorders. Generalised Anxiety Disorder and Obsessive-Compulsive Disorder.
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Evidence to Support the Relationship Between Specific Patterns o f Meta-Cognitive 
Beliefs and Specific Anxiety Disorders
In people with generalised anxiety disorder (GAD), it is suggested that positive 
beliefs about the value of worrying leads to attention being focused on worrying 
stimuli (attentional bias) (Wells, 1995). It has been shown that people with GAD 
show a specific pattern of meta-cognitive beliefs, with elevated negative beliefs about 
the dangers of worrying, as well as positive worry beliefs (Wells, 1997), and there are 
now standard cognitive interventions for GAD focusing on modification of these 
beliefs that have been shown to be successful (Wells, 2000; Wells, 1997).
In people with Obsessive Compulsive Disorders (OCD), it is suggested that meta- 
cognitive beliefs about the unacceptability of the content of certain thoughts lead to 
attempts to neutralise these thoughts by performing certain actions and reduce the 
perceived responsibility for having unwanted thoughts (Salkovskis et al, 2000; 
Salkovskis, Richards & Forrester, 1995; Wells, 2000). The concept of Thought 
Action Fusion (TAP) is associated with theories about responsibility in OCD and has 
also been linked to meta-cognitive beliefs (Wells, 2000). TAP refers to the belief that 
specific intrusive thoughts directly influence external events or are morally equivalent 
to carrying out an action (Rachman and Shaffan, 1999). These types of thoughts are 
believed to be meta-cognitive in nature. It has been shown that these types of beliefs, 
along with beliefs about controlling thoughts, the importance of thoughts and the 
consequences of thoughts are all related to specific OCD behaviours (Emmelkamp 
and Aardema, 1999).
To summarise, the S-REP model appears to be useful in terms of providing a 
framework for understanding how specific patterns of meta-cognitive beliefs can lead 
to the symptoms of certain emotional disorders. So, do these types of beliefs bear any 
relationship to the deeper level of beliefs that is the focus of schema theory?
The Relationship Between Meta-Cognitive Beliefs and Schema 
It is suggested that meta-cognitive beliefs contribute to the activation and 
strengthening of schema (Wells, 2000). Por example, the meta-cognitive belief 
‘worrying helps me to avoid danger’ may lead to attention being focused on 
potentially dangerous stimuli and safety behaviours, such as avoidance. Pocusing
-164-
Research Section_____________________________________________ Introduction
attention on dangerous stimuli may strengthen the belief that the individual is 
vulnerable, a belief that is never challenged as perceived dangerous stimuli are 
avoided (Wells, 2000). Thus the maladaptive schema may be both strengthened and 
maintained by meta-cognitive beliefs. However, research has yet to be carried out 
that investigates this proposition.
Applying the Cognitive Model to Psychotic Symptoms 
It is widely accepted that cognitive and cognitive-behavioural approaches to 
emotional disorders such as anxiety and depression are useful in ameliorating 
symptoms (Beck, Rush, Shaw & Emery, 1979; Wells, 1997), but until recently, 
cognitive approaches to psychosis have received little attention. It has been suggested 
that this is because it was believed that people with psychosis would not benefit from 
CT due to cognitive impairment or lack of insight (Gould, Meuser, Bolton, Mays & 
Goff, 2001). Results from various randomised controlled trials of CT for psychosis 
indicate that it is effective. A recent meta-analysis of controlled trials found a large 
effect size, lending support to the use of CT for psychosis (Gould et al, 2001). 
However, it can be difficult to interpret findings because studies utilise different 
programmes, including a variety of cognitive techniques, and it is difficult to establish 
the essential cognitive components of any particular programme (Haddock et al,
1998). Much of the literature involves adapting the ideas from CT for other 
conditions, such as depression and anxiety, for use with people with psychotic 
disorders and it is suggested that cognitive approaches to psychosis need a more 
theoretical basis, before specific interventions can be evaluated (Birchwood & 
Chadwick, 1997).
There is now a great deal of interest in researching the cognitions of people with 
psychosis, with a view to developing cognitive theories of psychosis that inform 
intervention. For example, studies have investigated reasoning biases, such as the 
propensity of people with psychotic symptoms to ‘jump to conclusions’ (Garety & 
Freeman, 1999), meta-representation, or Theory of Mind, which refers to the apparent 
impaired ability of people with psychosis to represent the mental states of other 
people (Frith, 1992), and attributional biases such as the tendency to attribute events 
to external, rather than internal, processes (Bentall, 1994; Baker & Morrison, 1998).
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Cognitive models of particular symptoms of psychosis such as delusions (Garety, 
Kuipers, Fowler, Freeman & Bebhington, 2001), persecutory delusions (Bentall, 
Corcoran, Howard, Blackman & Kinderman, 2001), hallucinations (Morrison,
Haddock & Tarrier, 1995) and both hallucinations and delusions (Morrison, 2001), 
have started to emerge, and are currently being tested in research projects such as this 
one. This study focuses on one particular cognitive model, which applies the S-REF 
model of emotional disorders to the positive symptoms of psychosis (Morrison,
2001).
Applying the S-REF Model to the Symptoms o f Psychosis
There are few research studies into aspects of self knowledge such as schema and 
meta-cognition in the positive symptoms of psychosis, in accordance with the S-REF 
model. However, a cognitive model of psychosis based on the S-REF model has been 
proposed by Morrison (Morrison, 2001) and supported by several studies 
investigating meta-cognitions in people with psychosis (Baker & Morrison, 1998; 
Freeman, Garety & Kuipers, 2001; Lobban, Haddock, Kinderman & Wells, 2002; 
Morrison & Baker, 2000; Morrison & Wells, 2003; Morrison & Wells, 2000).
Hallucinations and Delusions as Intrusions into Awareness
Morrison’s model views positive symptoms such as hallucinations and delusions as 
misinterpretations of normal intrusions into awareness, in much the same way that 
obsessive thoughts and worries may be misinterpreted (Morrison, 2001; Morrison, 
Haddock & Tarrier, 1995). For example, the interpretation of physical symptoms 
such as a racing thoughts and palpitations as signs of a heart attack would be 
indicative of panic disorder, whereas interpretation of the same symptoms as evidence 
of the body being taken over by alien control would be classified as a delusion 
indicating psychosis (Morrison, 2001).
Studies indicate that positive symptoms such as hallucinations and delusions may be 
on a continuum with normal experiences. For example, it has been shown that 
auditory hallucinations are common in the general population, with surveys 
suggesting that 10-25% of the general population have experienced these phenomena 
at least once (Slade & Bentall, 1988). A large study of 173 people experiencing
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auditory hallucinations found that 39% had not been in psychiatric care (Romme, 
Honig, Noorthoom & Escher, 1992). A more recent study found that the form of 
auditory hallucinations did not differ between individuals with schizophrenia, 
dissociative disorders and those without any psychiatric problems. Differences were 
found, however, relating to the content, emotional quality and locus of control of 
voices (Honig et al, 1998). However, the sample sizes in this study were small (18 
people with a diagnosis of schizophrenia, 15 with dissociative disorder and 15 non­
psychiatric controls) and the results need to be replicated. Another study found that 
there was no difference between people with delusions and the general population in 
terms of the content of delusional ideation, but that it was the degree of conviction, 
distress and preoccupation that distinguished the groups (Peters, Joseph & Garety,
1999). These findings support the idea that it is the way intrusive thoughts and 
experiences are interpreted, rather than the thoughts and experiences themselves that 
differentiates people with psychosis from the general population (Morrison, 2001).
A Cognitive Model o f Intrusions in Psychosis
Morrison’s model emphasises the importance of faulty self and social knowledge, 
such as procedural and declarative beliefs in the misinterpretation of intrusions into 
awareness. Briefly, the model incorporates the contribution of early life experience, 
mood and physiology, cognitive and behavioural responses and self-knowledge to the 
development of psychotic symptoms via appraisal of internal and external events.
The model acknowledges that early life experience may impact upon self and social 
knowledge. There has been a recent surge in interest in the contribution of early life 
experiences to the emergence of psychotic symptoms, and studies are currently 
underway investigating the life experiences of people with psychosis. It has been 
shown that individuals with psychosis tend to have had more traumatic life 
experiences than others (Mueser et al, 1998), and that traumatic life experiences may 
contribute in some way to a vulnerability to developing a psychotic disorder (Read, 
Perry, Moskowitz & Connolly, 2001).
Mood and physiology are also implicated in the onset and maintenance of psychotic 
symptoms with physiological and emotional changes implicated in the development
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of hallucinations (Cooklin, Sturgeon & Leff, 1983; Slade, 1972) and delusions 
(Garety & Hemsley, 1994).
Self-Knowledge
Procedural and declarative beliefs (including meta-cognitive beliefs and schema), 
referred to in the model as self knowledge, are central to Morrison’s model of the 
positive symptoms of psychosis.
Various forms of self-and social-knowledge have been proposed to be influential in 
the development and maintenance of specific symptoms. For example, positive and 
negative beliefs about unusual perceptual experiences (such as auditory 
hallucinations) are proposed to be a mediating factor in the engagement with or 
attempts to suppress voices, (Chadwick and Birchwood, 1995), and difficulties in 
inferring the intentions of others has been proposed to contribute to the development 
of persecutory delusions (Frith, 1992).
Another major theoretical approach has placed great emphasis on the tendency for 
individuals with persecutory delusions to make external attributions for negative 
events in order to defend against low self-esteem (Bentall, Corcoran, Howard, 
Blackwood and Kinderman, 2001). It is proposed that people with persecutory 
delusions have increased levels of negative self-schema, contributing to a fragile 
sense of self-esteem. Cognitive dissonance, caused by actual-selfrideal-self 
discrepancy is thought to be a threat to self-esteem, and it is proposed that this threat 
is defended against by making external attributions for negative events (Bentall et al, 
2001).
The theory predicts that, in people with persecutory delusions, negative events are 
attributed externally, and appraised as the result of attempts of others to harm them in 
some way, rather than the result of their own failings (Bentall et al, 2001). If 
persecutory delusions are thought to defend against a negative self-concept, it would 
be expected that people with psychosis and persecutory delusions will report self­
beliefs consistent with a negative self-concept (such as EMSs).
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Consistent with the S-REF model, Morrison proposes that the key aspect of self- 
knowledge in the misinterpretation of intrusions into awareness, leading to faulty 
interpretations (for example, the interpretation of an intrusive thought as a voice) is 
meta-cognitive in nature (Morrison, 2001). Meta-cognitive beliefs may be the link 
between deeper levels of self-knowledge that are proposed to contribute to symptoms 
described above (such as elevated negative self beliefs and fragile self-esteem) and 
appraisal. For example, it seems possible that procedural beliefs such as meta­
cognition may influence the selection of processing strategies (such as direction of 
attention) which contribute to the external attributional bias for negative events that 
was proposed by Bentall and colleagues to defend against fragile self-esteem 
(Morrison, 2001).
Meta-cognitive beliefs are thought to lead to cognitive and behavioural responses to 
intrusions, including safety behaviours, selective attention and thought control 
strategies, which contribute to faulty interpretation and subsequent delusions and 
hallucinations. Figure 5 summarises Morrison’s integrative cognitive model of the 
interpretation of intrusions in psychosis.
So, this cognitive model of the symptoms of psychosis proposes that essentially 
normal intrusions into awareness are misinterpreted, leading to psychotic symptoms 
such as delusions and hallucinations. Misinterpretation is thought to occur as a result 
of processing strategies driven by faulty self- and social-knowledge. The contribution 
of self-knowledge to the development and maintenance of psychotic symptoms has 
been most commonly investigated using declarative beliefs about the self (self­
schema) and beliefs about processing (meta-cognitive beliefs). So what is the 
evidence that meta-cognitive beliefs and schema are related to symptoms in 
psychosis?
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Intrusion into awareness
(cognitive, body state, emotional or external information)
culturally unacceptable interpretation of intrusion
faulty self & social knowledge
(procedural and declarative beliefs)
life experience
cognitive and behavioural responses
(including safety behaviours, selective attention 
and thou^t control strategies)
mood and physiology
Figure 3 An Integrative Cognitive Model of Intrusions into Awareness in Psychosis
Current Evidence for the Importance of Meta-Cognitive beliefs in the Positive 
Symptoms of Psychosis.
Studies Investigating Meta-Cognitive Beliefs in People with Psychosis Compared to 
Non-Psychiatric Controls.
Studies are beginning to show significant results indicating that people with the 
positive symptoms of psychosis do indeed tend to have different meta-cognitive 
beliefs than non-psychiatric controls. It has been shown that people with psychosis 
generally reported higher levels of maladaptive meta-cognitive beliefs than non­
psychiatric controls (Baker & Morrison, 1998; Morrison & Wells, 2003). More 
specifically. Baker and Morrison (1998) found that people with a diagnosis of 
schizophrenia who experienced auditory hallucinations obtained higher scores on the 
MCQ than non-psychiatric controls. However, this study included a small sample (15 
in each group). This finding was replicated in a more recent study that included a 
larger sample of 49 people who experienced auditory hallucinations, 24 people who
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had persecutory delusions, 35 people with panic disorder and 50 non psychiatric 
controls (Morrison & Wells, 2003). The authors also found that individuals who 
experienced auditory hallucinations tended to exhibit higher levels of dysfunctional 
meta-cognitive beliefs than the other psychiatric groups. However, these studies may 
have been limited in that they only controlled for age and gender when selecting their 
non-psychiatric control groups, and the control group consisted of mental health staff 
and undergraduate students. These individuals may have differed in socio-economic 
background from individuals with psychosis, who are more likely to be unemployed 
and have achieved less academically. These differences may have impacted on the 
results. This point is considered further in the discussion.
Studies Investigating the RelationshipBetween Specific Meta-Cognitive Beliefs and 
Hallucinations.
It has also been shown that those who experience auditory hallucinations obtained 
higher scores on particular dimensions of the MCQ - namely negative beliefs about 
the uncontrollability and danger of thoughts and positive worry beliefs - than non- 
psychiatrie controls and those with a diagnosis of schizophrenia who did not 
experience auditory hallucinations (Baker & Morrison, 1998). A later study found 
that hallucinators scored more highly on these two dimensions, as well as poor 
cognitive confidence and general negative beliefs including superstition, punishment 
and responsibility, than people with schizophrenia who did not have auditory 
hallucinations (Morrison & Wells, 2003). Finally, one study investigating the 
relationship between meta-cognitive beliefs and predisposition to auditory and visual 
hallucinations found that individuals with a high predisposition to hallucinations 
scored significantly higher on beliefs about uncontrollability and danger and cognitive 
self-consciousness than those with a low predisposition (Morrison, Wells & Northard,
2000). However, another study failed to find a significant difference between 
individuals with psychosis and hallucinations and those with psychosis who did not 
hallucinate (Lobban et al, 2002). The authors attributed this to the fact that the 
previous studies did not control for anxiety and depression in their analysis. 
Depression and anxiety may impact on meta-cognitive beliefs leading researchers to 
mistakenly infer that the existence of specific meta-cognitive beliefs is associated 
with hallucinations, rather than affective state.
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Studies Investigating Specific Types o f Meta-Cognitive Beliefs and Delusions 
Little research has been carried out into the specific dimensions of meta-cognitive 
beliefs in relation to delusions. Initial findings indicate that persecutory delusions are 
associated with ‘meta-worry’ (worry about worry) (Freeman & Garety, 1999). One 
study indicated that individuals experiencing delusions exhibit the same pattern of 
dysfimctional meta-cognitive beliefs as those with other anxiety disorders, such as 
panic, consistent with the idea that maladaptive meta-cognitive beliefs are a marker of 
vulnerability to psychological disturbance in general (Morrison & Wells, 2003).
There is currently little evidence to show that specific types of meta-cognitive beliefs 
are uniquely associated with delusions.
Studies Investigating Cognitive and Behavioural Responses to Intrusions 
Exploratory research has shown that people with psychosis who experience 
persecutory delusions engage in a variety o f‘safety behaviours’ including avoidance, 
escape, compliance and help-seeking (Freeman, Garety & Kuipers, 2001). It is 
hypothesised that these behaviours are driven by meta-cognitive beliefs, for example 
positive beliefs about worrying and negative beliefs about uncontrollability 
(Morrison, 2001) and lead to maintenance of persecutory delusions (Freeman et al,
2001). Another study found that people with a diagnosis of schizophrenia engage in 
different types of thought control strategies than non-psychiatric controls (Morrison & 
Wells, 2000). The authors found that people with schizophrenia used significantly 
more punishment and worry-based control strategies and less distraction based 
strategies than controls. These preliminary findings were consistent with findings for 
other disorders, and it may be that differences in thought control strategies are general 
indices of psychological disorder. The extent to which they contribute to the 
maintenance of psychosis is not yet established (Morrison & Wells, 2000).
In summary, preliminary findings indicate that people with psychosis who experience 
hallucinations and delusions show more maladaptive meta-cogmtive beliefs than non­
psychiatric control groups. However, these eontrol groups may not be matched 
closely enough to the groups with psychosis to exclude the influence of demographic 
factors such as socio-economic status or culture on beliefs. Some specific meta- 
cognitive beliefs have been associated with hallucinations, particularly beliefs about 
the uncontrollability and danger of thoughts and positive beliefs about worrying.
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However, studies repeatedly show different findings and more research is required to 
clarify any link between specific meta-cognitions and hallucinations. Research 
investigating meta-cognition and delusions indicates that people with delusions have 
more maladaptive meta-cognitions than non-psychiatric controls, but that a specific 
pattern is unclear. Finally, research has shown that people with psychosis do engage 
in specific cognitive and behavioural responses to hallucinations and delusions, 
possibly as a result of faulty meta-cognitions.
Current Evidence for the Importance of Maladaptive Schema in the Positive 
Symptoms of Psychosis
Core Schema
Little research has been carried out investigating the existence of specific declarative 
beliefs such as early maladaptive schema in psychosis. This is surprising, considering 
the recent surge in cognitive interventions in psychosis and the assertion that ‘unless a 
therapist is able to show clear linkage between personal experience, schema and 
psychotic symptom emergence, the accuracy of the formulation and intervention is 
questionable’ (Brabban & Turkington, 2000).
Studies have shown that individuals with persecutory delusions tend to have a more 
negative self-representation than people without these symptoms (Fear, Sharp & 
Healy, 1996). However, no studies have yet tried to identify the existence of specific 
core maladaptive schema common to psychosis, in the way that they have for 
emotional disorders such as depression (Harris & Curtin, 2002; Schmidt et al, 1995). 
Initial hypotheses have been made however, based on clinical observation, that people 
with psychosis may commonly display maladaptive schema concerning vulnerability 
to harm, social isolation, inner defectiveness and unrelenting standards (Fowler, 
Garety & Kuipers, 1995) as well as abandonment and entitlement (Brabban & 
Turkington, 2000).
It has also been shown that, in depressed individuals, paranoid thinking is uniquely 
and significantly predicted by scores on the YSQ regarding mistrust/abuse and 
vulnerability to harm (Welbum et al, 2002). This is an interesting finding that may be 
replicated in individuals with paranoid delusions.
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If common EMSs are found in people with specific symptoms of psychosis, this will 
have implications for the development of cognitive models of psychotic symptoms 
and for intervention. Additionally, according to the S-REF model, deeper level 
declarative beliefs, such as early maladaptive schema, may be associated with beliefs 
about processing, such as meta-cognitive beliefs and this may be important when 
evaluating a psychotic individual’s appraisal of an intrusion into awareness.
Why Focus on Recent Onset Psychosis?
It may be that the differences in meta-cognition between people with and without 
positive psychotic symptoms found in other studies may be the result of having had 
psychotic symptoms such as delusions and hallucinations for many years, and 
attempting to cope with them. Additionally the specific maladaptive schema 
hypothesised to be affected in people with psychosis, could also be the result of 
having psychotic symptoms for years, experiencing the trauma of multiple 
compulsory admissions to hospital or progressive social marginalisation associated 
with severe and enduring mental illness. In other words, the observed increase in 
maladaptive meta-cognitions and EMSs in psychosis may be a consequence, rather 
than a cause, of symptoms. Focusing on people who have only recently developed 
psychosis may enable researchers to identify differences in cognition that are related 
specifically to the symptoms of psychosis, rather than the secondary problems 
associated with duration of mental illness.
Aims
This study aimed to investigate the contribution of self-knowledge to the development 
of the positive symptoms of psychosis in people recently diagnosed with psychosis. 
This was in order to test the applicability of a model of psychosis that views delusions 
and hallucinations as misinterpretations of intrusions into awareness, to people with 
early psychosis. The contribution of faulty self-knowledge was investigated by 
looking for differences between people with recent onset psychosis and non­
psychiatric controls in terms of two types of self-knowledge that have been indicated 
in the literature -  meta-cognition and EMSs.
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The main aim of this study was to replicate the findings of earlier studies of meta­
cognition in people with psychosis when narrowing the sample down to include only 
those with positive symptoms associated with recent onset psychosis. It also aimed to 
find evidence to support the proposed link between psychotic symptoms and the 
specific EMSs described earlier. If the findings fi*om other studies using more chronic 
samples are not replicated, this will have implications for the development of 
psychological models and therapies specific to early psychosis.
The study also aimed to explore relationships between specific schema and meta- 
cognitive beliefs and particular symptoms, in order to investigate the potential 
contribution, if any, that these beliefs may make towards hallucinations and delusions.
Hypotheses
Hypothesis One
a) People with recent onset psychosis will report higher levels of maladaptive meta- 
cognitive beliefs than a closely matched non-psychiatric control group.
Hypotheses concerning differences between the groups on all fifteen EMSs would not 
be advisable as this would involve a large number of statistical tests, increasing the 
potential for a Type I Error. Therefore specific early maladaptive schema were 
chosen because they are mentioned most frequently in the literature:
h) People with recent onset psychosis will obtain significantly higher scores on 
measures of early maladaptive schema relating to vulnerability to harm, mistrust and 
abuse, social isolation, inner defectiveness and unrelenting standards than the non­
psychiatric control group.
Depending on recruitment of sufficient numbers of individuals with either 
hallucinations or delusions, it was hoped that the follovring, exploratory, hypotheses 
could be tested.
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Hypothesis Two
In people with recent onset psychosis, hallucinations scores on the SAPS will be 
associated with reported levels of maladaptive meta-cognitive beliefs relating to 
negative beliefs about uncontrollability and danger.
Hypothesis Three
In people with recent onset psychosis, persecutory delusions will be associated with 
reported schema relating to vulnerability to harm and mistrust and abuse.
METHOD
Approval of the Study
An application was made to the Local Research Ethics Committee (LREC) and was 
approved (appendix 1).
Additionally, the Trust required that all research projects were approved by the 
Research and Development Committee. An application was made and approved 
(appendix 2).
Finally, the researcher’s university required that all research projects were approved 
by their own research ethics committee. An application was made and approved 
(appendix 3).
Design
This was a cross-sectional study, with each measure being taken once only per 
participant. It was designed in two parts. The primary part of the study involved 
between-group comparisons on measures of schema and meta-cognition in equal 
numbers of individuals with and without recent onset psychosis. A power analysis 
was carried out and revealed that twenty participants would be required to achieve 
power of 0.7 to detect a medium effect size (d = 0.5) using independent samples t- 
tests or Mann-Whitney U tests. The secondary part of the study was more 
exploratory, involving within-group comparisons, investigating associations between 
specific types of maladaptive meta-cognitive beliefs and schema with specific
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symptoms. A power analysis revealed that twenty-seven subjects would be required 
to achieve power of 0.7 to detect a medium effect size (r = 0.4) using correlations.
Participants
Recruitment o f Participants with Recent Onset Psychosis 
This study used participants with diagnoses of both affective and non-affective 
psychoses, as well as a majority who did not have a diagnosis of a specific psychotic 
disorder because they were early in the course of their illness. Individuals whose 
psychotic symptoms were associated with substance use or had a more organic cause 
were excluded from this study, because they appear to be caused by biological factors.
55 people from two early psychosis services in South London with recently diagnosed 
psychosis were identified as potentially suitable for participation in this study. 
Potential participants were identified by the researcher via referral meetings or liaison 
with care coordinators in the community and primary nurses and consultants on the 
in-patient unit.
Recent onset psychosis was defined as presentation to services and diagnosis of 
affective or non-affective psychosis within the past eighteen months. Participants 
were recruited from three different early psychosis teams within the service -  the in­
patient unit, the community team and the crisis assessment team.
The inclusion criteria for this study were that the participant’s psychosis had to have 
been identified and diagnosed within the last year; that IQ must be above 70; that the 
participant did not have a major substance abuse problem (substance abuse could not 
be ruled out entirely due to its high prevalence in clients from this service); 
participants had to have experienced positive psychotic symptoms within the last 
month, but be well enough to consent to the study and complete the measures (ability 
to consent was assessed by the participants primary nurse or care-coordinator).
The aims and design of the study was verbally presented to both the community team 
and the in-patient unit.
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Once identified for their suitability for this project, participants living in the 
community were approached by their care coordinator. In-patients’ primary nurses 
introduced them to the researcher on the ward. The study was explained clearly to 
each participant and an information sheet approved by the LREC (appendix 4) was 
provided. It was emphasised that the study involved talking about recent experiences 
or symptoms and completing questionnaires about thoughts and beliefs, and that if 
they consented to take part and changed their mind, they were fi-ee to withdraw at any 
time. It was also made clear that it was not compulsory to take part and that if they 
refused, their treatment would not be affected. Participants were informed that all the 
information given would be completely confidential, unless they disclosed something 
that indicated a risk to themselves or others, and that information would only be 
shared with their teams if they agreed. Participants were given at least 24 hours to 
decide whether or not to take part.
Out of those identified, 23 individuals agreed to take part in the study and 11 
individuals refused to take part. They did not appear to be significantly different to 
those who agreed to take part in terms of demographic details (see results section). 
Twenty-one potential participants were not approached, as they were either difficult to 
contact, or because their care-coordinator considered their mental state to be unstable.
Recruitment o f Control Participants
Twenty control subjects were recruited fi*om the local Job Centre in the same 
geographical area as those with psychosis. This method of recruitment was used to 
ensure that the control sample were as similar as possible in characteristics to the 
group with psychosis. The two groups were matched as closely as possible 
according to gender, age, education, ethnicity, IQ and the area in which they lived.
All participants were paid £5 for taking part in this study. This payment was 
approved by the LREC (Appendix 5).
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MEASURES
Young*s Schema Questionnaire {YSQ) Short Form (Young, 1994)
This is a 75 item self-report questionnaire measuring core schema. The questionnaire 
comprises statements about schema relating to emotional deprivation, abandonment, 
mistrust and abuse, social isolation, defectiveness, failure, dependency, vulnerability 
to harm, enmeshment, subjugation, self-sacrifice, emotional inhibition, unrelenting 
standards, entitlement and insufficient self-control/self discipline. Participants were 
asked to rate how true they believed each statement to be about themselves on a scale 
of one to six (Appendix 6). If participants had difficulty reading the items, the 
researcher read each item aloud.
Reliability and Validity
The original Schema Questionnaire devised by Young (1990) measured 16 schemas 
and comprised 205 items. The short form of the YSQ (Young, 1994) used in this 
study includes the 15 early maladaptive schemas described above and comprises 75 
items. The questionnaire was shortened because it had been indicated that completing 
a lengthy questionnaire of this nature could be distressing for some clinical 
populations (Stopa, Thome, Waters & Preston, 2001). The short form comprises only 
those items which loaded most highly onto the relevant factors in a study by Schmidt 
and colleagues (1995), and the schema ‘Social Undesirability’ was excluded fi-om the 
measure because it was found to be unreliable (Lee, Taylor & Dunn, 1995; Schmidt et 
al, 1999). The mean loading of each factor included in the short form of the YSQ 
used in this study has been shown to range from 0.52 to 0.76, using a principle 
component analysis with varimax rotation (Lee et al, 1995).
Internal consistency has been shown to be adequate for all 15 items of the YSQ 
(Cronbach’s alpha ranging from 0.80 -  0.93) (Welbum et al, 2002).
Meta-Cognitions Questionnaire (MCQ) (Cartwright-Hatton & Wells, 1997)
This 65 item questionnaire measures meta-cognitive beliefs and comprises five 
subscales -  positive worry beliefs (for example, ‘worrying helps me cope’), negative 
beliefs about the controllability of thoughts and corresponding danger (for example, 
‘worrying is bad for me’), cognitive confidence (for example, ‘I have a poor 
memory’), negative beliefs about thoughts in general (for example, ‘if I did not
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control a worrying thought and then it happened it would be my fault’) and cognitive 
self-consciousness (for example T constantly monitor my thoughts’). Items consist of 
statements such as the examples above and are rated according to how much the 
participant agrees with the statement on a scale of 1 to 4, with 1 corresponding to ‘do 
not agree’ and 4 corresponding to ‘agree very much’(Appendix 7).
Reliability and Validity
The MCQ has been widely used with individuals suffering from generalised anxiety 
disorder and obsessive compulsive disorder, and the reliability and validity data for 
the measure relates to these groups. The five sub-scales were derived using factor 
analysis (Cartwright-Hatton & Wells, 1997). They have been shown to have good 
internal reliability (Cronbach’s alpha coefficients ranged between 0.72 and 0.89 for 
the five sub-scales) and test-retest reliability (Pearson’s correlation coefficients 
ranged between 0.76 and 0.89 on each sub-scale, and 0.94 for the total scale) (Wells, 
2000; Cartwright-Hatton & Wells, 1997).
The internal reliability of the MCQ has been shown to be high using a schizophrenic 
sample (Cronbach’s Alpha = 0.95) (Baker & Morrison, 1995).
Scale for the Assessment of Negative Symptoms (SANS) (Andreasen, 1984a) 
and Scale for the Assessment of Positive Symptoms (SAPS) (Andreasen, 1984b) 
These scales were developed to assess positive and negative symptoms in individuals 
with psychosis over the past month. They were designed specifically for research 
purposes, to monitor clients responses to treatment, and comprise detailed 
descriptions of symptoms and criteria for the rating of positive and negative 
symptoms in psychosis. Positive symptoms include hallucinations, delusions, bizarre 
behaviour and positive formal thought disorder. Negative symptoms include affective 
flattening or blunting, alogia (impoverished thinking and cognition), avolition/apathy, 
anhedonia/asociality and attention. Ratings were given on a scale of 0 (none) to 5 
(severe) for several aspects of each symptom, as well as a global rating.
Ratings were made on the basis of a clinical interview (for which guidelines were 
available (appendix 8)), observation during the interview, clinical notes and 
observations by staff.
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Inter-Rater Reliability
A recent study assessed the inter-rater reliability for both the SAPS and SANS using 
data from thirty ratings of people with schizophrenia (Peralta & Cuesta, 1999). The 
average correlation coefficient for positive and negative symptoms as assessed by the 
SAPS and SANS was 0.73 and 0.80 respectively, indicating a high level of agreement 
between raters. Another study, including 85 participants found intra-class correlation 
coefficients of 0.68 and 0.83 for the SANS and the SAPS respectively (Norman,
Malla, Cortese & Diaz, 1996).
Inter-rater reliability was established in this study using seven individuals with 
psychosis. The researcher viewed a video of interviews with five clients with 
psychosis and completed the SAPS and the SANS for each client. The ratings were 
compared to those that were given by a clinical psychologist who was experienced in 
administering the measures. The researcher also observed an experienced researcher 
interviewing a client and independently rated their symptoms. The scores were again 
compared. Finally, an independent clinician observed the researcher carrying out the 
interview with two clients and independently rated the symptoms. These scores were 
also compared. The intra-class correlation coefficient for the two sets of ratings was 
0.92 for the total SAPS score and 0.97 for the total SANS score. Correlation 
coefficients for individual items ranged from 0.63 to 0.98.
Convergent Validity
It has been shown that SAPS scores correlate highly with scores on the Positive and 
Negative Syndrome Scale (PANSS) (Kay, Opler & Lindenmayer, 1987) which is 
another widely used measure of psychotic symptomatology (r = 0.91,/? = < 0.00 Q, as 
do scores on the SANS (r = 0.88,/? = < 0.001) (Norman et al, 1996). This indicates a 
high level of convergent validity between the two measures.
Mania Scale (Young, Biggs, Ziegler & Meyer, 1978)
This is an 11 item rating scale designed to assess manic symptoms including elevated 
mood, increased motor energy and sexual interest, poor sleep, irritability, increased 
rate and amount of speech, thought disorder, bizarre content of speech, aggressive 
behaviour, bizarre appearance and insight (appendix 9). Each item is scored from 0-4
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or 0-8 according to severity. Ratings of symptoms over the past week were made on 
the basis of a clinical interview, observation, clinical notes and observations by staff.
The measure was included in order to control for manic symptoms, which may affect 
responses to questionnaires about maladaptive schema and meta-cognition, when 
carrying out within-group analysis of relationships between beliefs and symptoms.
Reliability and Validity
The inter-rater reliability of the Mania Scale has been shown to be high. The 
correlation between total scores was 0.93, ranging from 0.66 to 0.95 on different 
items (Young et al, 1978). Concurrent validity has been established by comparing 
scores on the mania scale with scores on other scales measuring the same concept. 
Correlations with other measures ranged from 0.71 to 0.88 (Young et al 1978) 
indicating that it is a valid measure of manic symptoms.
Hamilton Depression Scale (Hamilton, 1960)
This is a 20 item rating scale to evaluate depressive symptoms, including mood, 
feelings of guilt, suicidal ideation, poor sleep, decreased activities, slowness of 
thought or speech, agitation, anxiety, weight loss, insight, diurnal variation, 
derealization, paranoia and obsessive-compulsive symptoms, over the past week 
(appendix 10). Each item is scored according to severity, with higher scores 
reflecting more severe symptoms. The information to score this scale was gained 
from a general interview with the client observations by the interviewer, clinical notes 
and observations from staff, in accordance with the guidelines provided for the 
Hamilton Depression Scale (Hamilton, 1960). The Hamilton Depression Scale is 
often used in research with people with schizophrenia (Addington, Addington & 
Atkinson, 1996).
This measure was administered to control for symptoms of depression and anxiety, 
which may impact on responses to questionnaires about maladaptive schema and 
meta-cognition, when carrying out the within-group analysis investigating 
relationships between beliefs and specific symptoms.
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Reliability and Validity
The inter-rater reliability of the Hamilton Depression Scale has been shown to be high 
(r = 0.90) (Hamilton, 1960). A recent study investigating the factor structure of the 
Hamilton Depression Scale, found a stable factor structure comprising three 
dimensions, including a depressive factor, a psychic anxiety factor and a somatic 
anxiety factor (Pancheri, Picardi, Pasquini, Gaetano and Biondi, 2002). These results 
indicate that the Hamilton Depression Scale is a valid multi-dimensional measure of 
affective symptoms.
The Quick Test o f IQ  (Aamons and Aamons, 1962)
This is a brief estimate of current IQ, utilising both verbal and perceptual abilities 
(Mortimer & Bowen, 1999). It is often used to estimate IQ in research, because more 
detailed, lengthy measures of IQ, such as the WAIS-R and WAIS-III, may be 
impractical with larger samples. Additionally, when assessing participants whose 
tolerance may be limited (such as those with psychosis), the results may be 
compromised by poor concentration or boredom (Mortimer & Bowen, 1999). Use of 
the National Adult Reading Test (NART-R) (Nelson, 1982) is also often used in 
research projects as an accurate estimate of IQ, but was excluded in this study due to 
the ethnic diversity of the sample, and therefore wide variation in ability to read the 
English language,.
The Quick Test comprises four pictures, updated from the original version by 
Mortimer & Bowen (1999), and 50 words, which are read aloud to the participant 
(Appendix 11). Each participant was asked to indicate which of the four pictures is 
most related to each word. The number correct is converted to an estimated IQ score.
Reliability and Validity
Test-retest reliability of the Quick Test has been shown to be good, with a correlation 
coefficient of 0.92 between testing (Aamons & Aamons, 1962). The validity of the 
Quick test was tested by correlating scores with another brief estimate of intelligence, 
the Full Range Picture Vocabulary test (FRPV) (Aamon & Huth, 1949). The two 
tests were found to be highly correlated (r = 0.89) (Aamons & Aamons, 1962). More 
recently, the validity of using the Quick test to estimate IQ decline in schizophrenia
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was tested (Mortimer & Bowen, 1999). It was shown that correlations between the 
Wechsler Adult Intelligence Scale -  Revised Edition (WAIS-R) (Wechsler, 1981) and 
Quick test were adequate (r = 0.72), although the Quick test estimates consistently 
over-estimated IQ in comparison to the WAIS-R (Mortimer & Bowen, 1999). This 
finding did not affect the use of the Quick test in this study, as it was used to ensure 
that there were no differences between the two groups on estimates of IQ, rather than 
estimating cognitive decline.
Procedure
Participants with Psychosis
Once participants had agreed to take part they were seen at their community team 
base or on the in-patient unit by the researcher. The researcher answered any 
questions they had about the study. Each participant signed a consent form approved 
by the LREC (appendix 12). This was also signed by their care coordinator or 
primary nurse to confirm that they were of the opinion that the participant understood 
the information provided and was able to consent to take part.
Each participant was seen once only by the researcher for approximately 90 minutes. 
All of the above measures were administered.
Control Participants
All participants were approached by the researcher and provided with an information 
sheet (Appendix 13) prior to their participation in the study. Control participants were 
asked if they or their immediate family had any history of severe mental illness, if 
they had ever sustained a head injury causing unconsciousness for more than five 
minutes; if they had any history of organic disorder (such as meningitis); if they had a 
learning disability; if they used drugs or alcohol heavily; if English was not their first 
language. If the answer to any of these questions was ‘yes’, the individual could not 
participate in the study. Once they had decided to take part in the study, each control 
participant signed a consent form (Appendix 14).
Control participants were asked to complete only the Quick Test as an estimate of IQ, 
the MCQ and YSQ.
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Statistical Analysis
All data were entered into a database by the researcher using SPSS. Between-group 
comparisons of scores on measures of meta-cognition and EMSs were analysed using 
independent samples t-tests where data was normally distributed. Where data was not 
normally distributed, non-parametric Mann-Whitney U tests were carried out
Correlations were carried out to explore potential relationships between specific meta­
cognitions and EMSs and hallucinations and delusions. Where data was continuous 
and normally distributed, Pearson’s correlation coefficient was used. Where data was 
the form of a scale, or was not normally distributed, non-parametric spearman’s rho 
correlation coefficient was used.
RESULTS
Sufficient numbers of individuals with early psychosis were recruited in order to 
achieve adequate power to test hypothesis 1. Adequate power was not achieved to 
explore hypotheses 2 and 3. This was due to difficulties engaging the clients in the 
research, as people early in the course of psychosis often have quite disrupted lives, 
and their mental state may vary from day to day. As a result preliminary analyses of 
associations between specific symptoms and schema and meta-cognition were carried 
out, but these analyses must be interpreted with caution.
Data for 3 participants in the psychosis group was excluded either because it was 
ineomplete, or because there was some doubt about the reliability of their responses 
on the questionnaires. Data from 20 participants vrith early psychosis and 20 closely- 
matched non-psychiatric control participants were used in this analysis.
Demographic Information
Participants who Refused to Take Part
Of the 11 potential partieipants with psychosis who refused to take part in this study,
7 were male and 4 were female. Two had a diagnosis of schizophrenia, 8 had a 
diagnosis of psychosis (unspecified) and 1 had a diagnosis of schizoaffective disorder. 
Six were in-patients and 5 were living in the community when they were approached.
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Four defined themselves as white-British, 6 as Afro-Carribean and 1 as Polish. Their 
ages ranged from 19 to 32 (mean = 25.6).
Participants 
Age and IQ
The mean age and IQ of the participants in both groups is presented in table 1. The 
mean age of the participants was 24 years (SD = 4.71). There were no significant 
differences between the two groups in terms of age {t = 0.87; d f = \ ; p -  0.39)
The mean estimated IQ score of the participants was 88 (SD = 9.47). There were no 
significant differences between the two groups in terms of estimated IQ score (/ = 
0.9; df= l;j9 =0.4 .^
PSYCHOSIS GROUP CONTROL GROUP
Mean Age (range, SD) 23.4 (range = 18-35 
(SD = 4.95)
24.6 (range =19-35 
(SD = 4.49)
Mean IQ (range, SD) 86.6 (range= 72-104 
S D - 9 . I 4 )
89.3 (range = 70-110 
(SD = 9.83)
Table 1, Table comparing age and IQ in the Psychosis and Control group. 
Gender, Ethnicity and Level o f Education
The frequencies of gender and ethnic group are summarised in table 2. The two 
groups did not differ significantly in terms of gender (chi-square = 0.11 ; df = 1 ; /? 
0.74).
The ethnicity of the two groups was matched as closely as possible, although 
statistical analysis was not possible because the cell sizes were too small.
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PSYCHOSIS CONTROL
Gender
Male 13 12
Female 7 8
Ethnicity
White British 7 7
Afro-Carribean 10 10
Asian 2 2
White European 1 0
South African 0 1
Table 2. Frequencies o f gender and ethnicity in the two groups
The two groups had comparable levels of qualification. Again, it was not possible to 
compare these statistically due to small cell sizes. The frequencies of level of 
qualification in the two groups are summarised in table 3.
PSYCHOSIS CONTROL
Level of 
qualification
None 5 2
GCSE 13 13
A-Level 1 2
Degree 1 3
Table 3. Frequencies o f Level o f Qualification in the two groups 
Diagnoses and Symptoms
Within the psychosis group, diagnoses included schizophrenia (N = 3), psychotic 
episode (unspecified) (N = 10), schizoaffective disorder (N = 3), schizophreniform 
psychosis (N = 3) and manic psychosis (N = 1). The mean duration between 
presentation to services and participation in the study was 28.25 (SD = 22.7) weeks 
(range 3-68  weeks).
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Ratings on the SAPS indicated that 16 participants in the psychosis group had had 
persecutory delusions within the past month, 12 had experienced auditory 
hallucinations within the past month and 9 participants had experienced both 
symptoms in the past month. Every participant had experienced some form of 
positive symptom in the past month.
None of the group had a significant degree of positive formal thought disorder 
(indicated by a score of 3 or higher on the relevant section of the SAPS) at the time of 
participation.
Ratings on the SANS indicated that all of the group were currently experiencing 
significant levels of negative symptoms (indicated by a global score of higher than 3 
on any of the items relating to negative symptoms).
The mean score on the Hamilton Depression Scale was 22, ranging from 2 to 54, and 
the mean score on the Mania Rating Scale was 8.8, ranging fi*om 0 to 27, indicating a 
lot of variation between participants in terms of mood.
Scores on the Hamilton Depression Scale and the Mania Rating Scale were not 
significantly correlated with the total MCQ score or the total YSQ score. Table 4 
summarises this analysis.
13 participants were in-patients and 7 were living in the community at the time of 
participation in the study.
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N HAMILTON
DEPRESSION
SCALE
MANIA RATING 
SCALE
MCQ TOTAL 20 r = 0.27 r = 0.18
p  = 0.25 p  = 0.44
YSQ TOTAL 20 r = 0.04 r = 0.12
p  = 0.84 p  = 0.60
Table 4. Pearson Correlation Coefficients between scores on the Hamilton 
Depression Scale and Mania Rating Scale and MCQ and YSQ total scores within the
psychosis group.
Primary Analysis
Hypothesis 1
a) Differences Between Groups on Meta-Cognitive Beliefs
Normal distribution was determined by visual inspection of the data, using histograms 
and P-P plots. Where there was a normal distribution of scores, differences between 
the two groups in scores on the MCQ were analysed using independent samples t- 
tests. Scores on the cognitive confidence dimension of the MCQ were not normally 
distributed, so a Mann-Whitney U test was used to determine the difference between 
groups.
The results of this analysis are presented in table 5. The psychosis group’s total scores 
on the MCQ were not significantly higher than those of the control group. There were 
no significant differences between the two groups on the dimensions of the MCQ 
relating to general negative beliefs relating to superstition, responsibility and 
punishment, negative beliefs about danger and uncontrollability and positive worry 
beliefs. The mean scores for the two groups on cognitive self-consciousness were 
identical.
The only dimension of the MCQ on which the psychosis group scored signifieantly 
higher than the control group was the cognitive confidence dimension (Mean score 
psychosis group = 25.3 (SD = 6.00); mean score control group = 21.1 (SD = 6.61); U 
= 122,/? =< 0.05).
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MEAN
PSYCHOSIS/CONTROL
DF
T
SIGNIFICANCE
Total MCQ score
134.40 119.85
(SD=26.45) (SD=23.69)
38.00 1.83 0.08
Negative beliefs
17.25 16.65
(SD=5.87) (SD=5.66)
38.00 0.37 0.74
Beliefs about controllability 
and danger 34.00 29.15
(SD=10.11) (SD=9.43)
38.00 1.57 0.13
Cognitive self-consciousness
17.65 17.70
(SD=4.22) (SD=4.49)
38.00 0.03 0.97
Positive worry beliefs
40.25 35.25
(SD=13.15) (SD=10.88)
38.00 1.31 0.20
psychosis group and controls on dimensions o f the MCQ
These results were unexpected, considering the large effect sizes found in other 
studies. This may be the result of selection of control subjects. Table 6 shows a 
comparison of the mean scores for the control groups in this and other studies. The 
mean scores for the control group in Lobban et al’s (2002) study are not included, 
because the authors used a modified version of the MCQ, so the scores are not 
comparable.
STUDY CONTROL
GROUP
-VE
BELIEFS
CONTROLLABILITY 
AND DANGER
COGNITIVE SELF- 
CONSCIOUSNESS
+VE
BELIEFS
COGNITIVE
CONFIDENCE
Current
study
Closely 
matched, non­
psychiatric
16.65 29.15 17.70 35.25 21.10
Baker
and
Morrison
(1998)
Non­
psychiatric
19.80 28.80 15.47 29.73 13.60
Morrison 
et al, 
(2000)
low
predispositions
to
hallucinations
18.44 25.93 14.98 31.31 16.00
Morrison
and
Wells,
(2003)
Non­
psychiatric
18.78 26.48 15.16 30.02 15.90
Table 6. Mean scores on MCQ dimensions in control groups in this and previous 
studies
190-
Research Section Results
b) Differences Between Groups on Specific Items o f the YSQ 
The results of this analysis are presented in tables 6 and 7.
Independent samples T-Tests revealed that the psychosis group did not differ 
significantly in their scores on mistrust/abuse, mner defectiveness/shame or 
unrelenting standards.
Visual inspection of the data using histograms and P-P plots revealed that scores for 
vulnerability to harm and social isolation were not normally distributed, so Mann- 
Whitney U tests were carried out to investigate differences between the groups on 
these variables. There were no significant differences between the two groups on 
vulnerability to harm or social isolation.
Exploratory post-hoc analysis revealed that the psychosis group obtained significantly 
higher scores on the emotional deprivation item of the YSQ. No sigmficant 
differences were found between the two groups on any other items included in the 
YSQ.
MEAN
PSYCHOSIS/CONTROL
DF
T SIGNIFICANCE
Emotional Deprivation 15.20
(SD=6.86)
11.30
(SD=5.33)
38.00 2.01 0.05*
Mistrust/abuse score 14.55
(SD=6.93)
14.20
(SD=5.66)
38.00 0.18 0.86
Inner defectiveness/shame 
score
9.75
(SD=6.08)
10.45
(SD-5.68)
38.00 -0.38 0.71
Functional
Dependence/incompetence
10.20
(SD=3.65)
11.95
(SD=6.41)
38.00 -1.06 0.29
Enmeshment 10.05
(SD=4.82)
10.90
(SD=6.82)
38.00 -0.46 0.65
Subjugation 11.0
(SD=5.72)
10.40
(SD=5.49)
38.00 0.338 0.74
Self sacrifice 16.80
(SD=6.59)
18.40
(SD=6.87)
38.00 -0.75 0.46
Emotional Inhibition 10.55
(SD=4.10)
12.65
(SD=5.44)
38.00 -1.38 0.17
-191 -
Research Section Results
Unrelenting standards 
score
17.25
(SD=7.64)
20.15
(SD=5.78)
38.00 -1.35 0.18
Entitlement 15.35
(SD=7.76)
13.70
(SD=5.88)
38.00 0.79 0.45
Insufficient self-control 14.40
(SD=5.44)
13.00
(SD=7.01)
38.00 0.71 0.49
Table 7. Results o f Independent Samples T-Testsfor Differences between the 
Psychosis Groups and Controls on items o f the YSQ. = significant at 0.05 level)
MEAN RANK
PSYCHOSIS CONTROL
MANN-
WHITNEYU
SIGNIFICANCE
abandonment 21.88 19.13 172.50 0.46
Failure to acheive 19.70 21.30 184.00 0.68
Vulnerability to 
harm
21.88 19.13 172.50 0.46
Social isolation 21.13 21.88 187.50 0.73
Table 8, Results o f Mann-Whitney-U Tests for Differences between the Psychosis and 
Control Groups on EMS Relating to Abandonment, Failure to Achieve, Vulnerability 
to Harm and Social Isolation.
Exploratory Analysis
Hypothesis 2
Relationships Between Auditory Hallucinations and Negative Beliefs About 
Uncontrollability and Danger and Positive Worry Beliefs
Pearson’s correlations indicated that there was no correlation between hallucinations 
and positive worry beliefs in the psychosis group (N = 20; r =0.07, p = 0.78) and a 
non-significant correlation between hallucinations and negative beliefs about 
uncontrollability and danger (N = 20; r = 0.33, p  = 0.15).
Hypothesis Three
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Relationships Between Persecutory Delusions and Positive Worry Beliefs and 
Early Maladaptive Schema Concerning Mistrust/Abuse and Vulnerability to 
Harm.
Spearman’s rho correlation analysis was used to investigate relationships between 
persecutory delusions and positive worry beliefs sehema relating to mistrust/abuse 
and vulnerability to harm. Non-parametric correlations were used for this analysis 
because scores for persecutory delusions were ordinal, ranging from 1-5.
There were no significant correlations between persecutory delusions and positive 
worry beliefs (N = 20; r = 0.07,;? = 0.76), or schema relating to mistrust/abuse (N = 
20; r  = 0.12,p = 0.61) or vulnerability to harm (N = 20; r  = 0 . 2 0 , =  0.41).
DISCUSSION
Meta-Cognitive Beliefs
This study aimed to investigate whether individuals with early psychosis show higher 
levels of maladaptive meta-cogmtive beliefs than non-psychiatric control participants, 
replicating previous findings from studies with people with more chronic psychosis. 
The results presented here indicate that there was a non-significant trend for 
individuals with early psychosis to obtain higher scores on the MCQ than closely 
matched non-psychiatric control participants. Additionally, no significant differences 
were found between the two groups positive worry beliefs, negative beliefs about 
uneontrollability and danger, cognitive self-consciousness and negative beliefs 
concerning superstition, punishment and responsibility. The results do not replicate 
those of previous studies that have reported highly significant results that indicate that 
people with psychosis report higher levels of dysfunctional meta-cognitive beliefs 
than non-psychiatric controls (Baker & Morrison, 1998; Morrison & Wells, 2003).
The lack of a significant finding may be interpreted in terms of the influence of 
duration of psychosis on self-knowledge, the use of a closely matched control group 
or the small sample sizes used in this study. The first interpretation is that earlier 
findings, which included a more chronic sample of individuals with psychosis, reflect 
the effect of duration of coping with psychotic symptoms on cognitive style. The S-
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REF model predicts that there may be an interaction between maladaptive coping and 
meta-cognitive beliefs (Wells, 2000). It is proposed that the use of maladaptive 
control strategies (such as avoidance of threatening stimuli or hypervigilance) that fail 
to modify existing maladaptive self-knowledge (such as I am vulnerable to harm ) 
lead to the individual being ‘locked into’ repetitive cycles of S-REF processing, 
because the maladaptive self-knowledge ( I am vulnerable ) is never rectified (Wells,
2000). This indicates that meta-cognitive beliefs such as ‘I need to worry in order to 
cope’ will become stronger the more they are used to direct coping processes. So, for 
example, if an individual experiences paranoid delusions, he or she may, over time, be 
likely to develop the belief that worry helps to avoid danger (positive worry belief); 
this belief may be strengthened each time worrying is perceived as averting personal 
harm. It is possible that individuals who have recently developed psychosis, may not 
yet have developed such rigid styles of coping with their symptoms.
This interpretation indicates that the high level of dysfunctional meta-cognitive beliefs 
reported in people with psychotic symptoms may be a consequence of coping with 
symptoms, rather than a possible antecedent of symptom development. However, 
subsequent to the onset of this study, an investigation of meta-cognitive beliefs in 
individuals at high risk of psychosis was published. The results of this investigation 
indicated that individuals at high risk of psychosis, who had not yet developed fiill- 
blown psychotic symptoms obtained significantly higher scores than controls on all 
dimensions of the MCQ, apart from positive beliefs about worry (Morrison et al, 
2002). This evidence indicates that duration of psychosis may not be an important 
factor in the development of maladaptive meta-cognitive beliefs. This issue remains 
unclear, as the authors acknowledge that these results must be interpreted with 
caution, because the control group may not have been sufficiently matched (Morrison 
et al, 2002).
An alternative interpretation is that these results reflect the stringent use of closely 
matched control participants. The control group in this study appear to have been 
more closely matched than indicated in any previous study of meta-cognition and 
psychosis. Reports of previous studies indicate that non-psychiatric controls were 
matched to the early psychosis group for age and gender, with one study controlling 
for geographical location (Morrison, 2002). In this study, control participants were
-194
Research Section____ ■ ______________________________________ Discussion
not significantly different in terms of these factors, or in terms of IQ, education and 
ethnicity. This may have implications for interpreting differences between groups in 
terms of specific beliefs. For example, socio-economic variables such as level of 
education and social class have been shown to be important factors in terms of beliefs 
about powerlessness, mistrust and paranoia, and community surveys suggest that 
mistrust is inversely related to education, occupational status and income in the 
general population (Mirowsky & Ross, 1983). Beliefs about powerlessness, mistrust 
and paranoia may be related to beliefs about processing (for example, positive beliefs 
about worrying and hypervigilance). Perhaps use of control subjects that were 
matched for these factors would have impacted on the results of previous studies. 
Examination of the mean scores for the control groups in this and previous studies 
(presented in table 6) reveals that the control participants in this study obtained higher 
mean scores than control participants in other studies on all dimensions of the MCQ, 
except negative beliefs including responsibility and superstition. This supports the 
proposition that the lack of a significant effect in this study, in comparison to the large 
effect sizes found in other studies, is related to selection of control participants.
Finally, just sufficient numbers of participants were recruited to achieve power to 
detect a medium effect size. A slightly smaller effect size may not have been detected 
with these numbers. Visual inspection of the mean scores for both groups on each 
dimension of meta-cognitive beliefs reveals that the mean score for the psychosis 
group was slightly higher on all dimensions except cognitive self-consciousness. This 
may mean that the non-significance of some differences between groups (such as the 
total MCQ score) may be related to small sample sizes.
Cognitive Confidence
Despite matching the groups closely for all of the above factors, the early psychosis 
group did obtain significantly higher scores than the control group on the eognitive 
confidence domain of the MCQ. This indicates that people with psyehosis may be 
less certain of their cognitive competence than the general population. This finding 
may be interpreted in terms of a cognitive processing vulnerability to developing a 
psychotic disorder, or a true reflection of cognitive deficits associated with psychosis.
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In support of the S-REF model, it may be that individuals who have lower confidence 
in their cognitive abilities pay closer attention to ambiguous stimuli, such as noises or 
voices, in order to ensure that their interpretation is correct, in much the same way as 
a person with OCD compulsively checks to ensure they’ve carried out an action 
correctly. So, it may be that having low cognitive confidence adds to the vulnerability 
of developing a psychotic disorder.
Alternatively, all the questions on the MCQ about cognitive confidence relate to the 
belief that the individual has a poor memory, or problems with concentration. It is 
likely that this finding indicates a genuine awareness of individuals with psychosis 
that they have difficulty with executive functions such as memory and concentration, 
problems that are commonly found in people with psychosis (Addington, McCleary 
and Munroe-Blum, 1998; Goldberg, 1999) including those in their first episode 
(Hutton et al, 1998).
To summarise, little evidence was found to support the applicability of Morrison s 
model of the positive symptoms of psychosis to early psychosis. No significant 
differences were found between the groups in terms of all domains of meta-cognitive 
beliefs except cognitive confidence, although visual inspection of the mean scores for 
each group indicate that the early psychosis group tended to obtain higher total MCQ 
scores, and scores on positive worry beliefs, negative beliefs about superstition, 
responsibility and punishment and negative beliefs about uncontrollability and danger. 
The findings may be interpreted in terms of the methodological issues of selection of 
appropriate control subjects, and the small sample sizes used in this study.
Early Maladaptive Schema
The second aim of this study was to investigate the comparative strength of particular 
EMSs in people with recent onset psychosis and non-psychiatric controls. This study 
found that there were no significant differences between people with early psychosis 
and non-psychiatric controls on measures of EMSs relating to mistrust/abuse, 
vulnerability to harm, social isolation, unrelenting standards and inner 
defectiveness/shame. This finding contradicts earlier predictions based on clinical 
observations that these types of schema will be elevated in people with psychosis 
(Brabban & Turkington, 2003; Fowler et al, 1995). The findings also contradict those
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of a recent, unpublished study which found highly significant results indicating that 
people with a diagnosis of schizophrenia report higher levels of all 15 EMSs 
measured on the YSQ than non-psychiatric controls (White, in preparation).
Again, these findings may be interpreted as the result of using a closely matched 
control group in the way described above. In particular the similarity between groups 
in terms of beliefs about mistrust/abuse and vulnerability to harm may have been 
influenced by similarities in socio-economic status. The effect of low socio-economic 
status on beliefs about mistrust and paranoia has been investigated. In a large study of 
463 participants, Mirowsky and Ross (1983) investigated the link between low 
socioeconomic status, belief in external control or powerlessness, mistrust and 
paranoia. They found that individuals from lower socioeconomic backgrounds were 
more likely to have beliefs pertaining to lack of control over their own lives, and that 
these beliefs were likely to mediate between higher levels of mistrust and paranoia in 
the general population. In the current study, inspection of the mean scores for each 
group on EMSs relating to mistrust/abuse and vulnerability to harm indicates that both 
groups obtained very similar scores on these items, and that these scores were high. It 
would be interesting to investigate this further using a group with persecutory 
delusions, and two non-psychiatric control groups from different socio-economic 
backgrounds.
Alternatively, it may be that these observations are relevant to a more chronic sample, 
resulting from repeated experiences of trauma related to multiple admissions, or 
progressive social marginalisation associated with a severe and enduring mental 
illness. It may be that elevated levels of EMSs in people with psychosis are a 
consequence, rather than an antecedent, of symptoms.
Emotional Deprivation
Exploratory post-hoc analysis revealed that the early psychosis group did obtain 
significantly higher scores than controls on the emotional deprivation item of the 
YSQ. The questions comprising this item relate to early experiences of being 
nurtured, understood and supported (for example, ‘Most of the time, I haven t had 
someone to nurture me, share him-herself with me, or care deeply about everythmg 
that happens to me’, or ‘for much of my life, I haven’t felt I am special to someone )
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and seem to be very closely related to early life experiences. Therefore this finding 
may support current propositions that the expression of psychotic symptoms may be 
related to parental bonding experiences or neglect and abuse in early life. It has been 
shown by numerous studies that people with psychosis are more likely to have 
experienced neglect or abuse during childhood (Read & Argyle, 1999, Read et al,
2001). More studies that investigate the interaction between these experiences and 
psychosis are required. It would also be interesting to investigate the potential link 
between early parental bonding experiences, beliefs about emotional deprivation and 
the content of psychotic symptoms.
Relationships Between Meta-Cognitive Beliefs and Hallucinations
The results indicated a non-significant trend towards a relationship between 
hallucinations and negative meta-cognitive beliefs concerning uncontrollability and 
danger. This indicates that there may be some relationship between these two factors, 
although greater numbers of participants are needed to test this hypothesis with any 
confidence about the results. This suggestion lends tentative support to previous 
findings indicating that people with psychosis who experience hallucinations have 
elevated beliefs about the controllability of thoughts compared to individuals with 
psychosis who do not experience auditory hallucinations and non-psychiatric controls 
(Baker & Morrison, 1998; Morrison & Wells, 2003). These findings have previously 
been used to propose an attributional model of the development of auditory 
hallucinations. For example, if an individual holds strong beliefs that their thoughts 
should be controllable at all times, the normal experience of having a cognitive 
intrusion that is inconsistent with their value system (for example, thoughts about 
being violent towards someone), may be interpreted as externally generated (i.e. a 
voice) in order to reduce the cognitive dissonance created by this situation (Morrison 
et al, 2000). This is an interesting proposition that is still under investigation.
These interpretations must be viewed with caution, however, as the findings from 
correlations point only to non-causal relationships. The contribution that beliefs about 
uncontrollability and danger make to the experience of auditory hallucinations is, as 
yet, unclear.
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Relationships Between Persecutory Delusions and EMSs Relating to 
Mistrust/Abuse and Vulnerability to Harm
No significant relationships were found between persecutory delusions and EMSs 
relating to mistrust/abuse and vulnerability to harm. This is surprising, given the 
recent finding that these items predict paranoia in depressed individuals (Welbum et 
al, 2001). It is not clear why there was no significant relationship between these two 
factors, but it may be the result of inadequate power. Larger studies of self schema 
and persecutory delusions are required to investigate this relationship with any 
certainty.
Conclusions
It may be concluded fi*om this study that people with early psychosis differ from non­
psychiatric controls in terms of confidence about their cognitive abilities. This factor 
may contribute towards vulnerability to developing psychosis, or it may reflect 
accurate perceptions of impaired cognitive fimctioning in people with psychosis. 
Further research is required to clarify this issue.
The results also indicate that people with early psychosis may be more likely than 
non-psychiatric controls to hold maladaptive beliefs about emotional deprivation, but 
do not differ in terms of other early maladaptive schema.
It may also be concluded that beliefs about the danger and uncontrollability of 
thoughts may be associated with auditory hallucinations in people with early 
psychosis, although greater numbers of participants are required to be confident about 
whether or not this relationship is important.
Finally, it may be concluded from this study that, although people with early 
psychosis show a trend towards having higher levels of maladaptive meta-cognitive 
beliefs than individuals without a psychiatric condition, these differences are small 
compared to those found in people with more chronic psychosis. This may indicate 
that maladaptive meta-cognitive beliefs strengthen during the course of psychotic 
illness. However, this conclusion may be clouded by methodological issues, such as 
the recruitment of appropriately matched control participants. Further research using
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either longitudinal methods, or comparisons of groups with early psychosis and more 
chronic psychosis with appropriately matched controls is required.
Implications for Morrison *s Model of Positive Psychotic Symptoms 
If faulty self-knowledge such as meta-cognitions and schema are thought to contribute 
to the development of hallucinations and delusions in people with psychosis, it would 
be expected that people with early psychosis show elevated levels of these cognitive 
concepts compared to individuals without a psychiatric condition, as has been shown 
in previous studies using more chronic samples (Baker & Morrison, 1998; Morrison 
& Wells, 2003; Morrison et al, 2000), high risk samples (Morrison et al, 2002) and 
predicted through clinical observation (Brabban & Turkington, 2003; Fowler et al 
1995). However, the results in this study indicated that there were no significant 
differences between the two groups on most of the beliefs tested.
This implies that faulty self-knowledge may not be very important in the 
misinterpretations of events that are proposed to lead to hallucinations and delusions 
early in the course of psychosis. Therefore, the application of the S-REF model to the 
development of psychotic symptoms may not be useful. However, the findings do not 
exclude the possibility that faulty meta-cognitions and schema may develop as a result 
of experiencing psychotic symptoms and contribute to the maintenance of these 
symptoms.
The finding that people with early psychosis were significantly more likely to report 
EMSs relating to emotional deprivation has implications for research investigating 
early experience and psychosis. It was not possible to investigate what, if any, 
contribution this EMS makes to the development of psychotic symptoms, but this 
would be an interesting point of further study.
Implications for Therapy
Although the results of this study indicate that people with early psychosis do not 
have elevated levels of maladaptive meta-cognitive beliefs compared to non­
psychiatric controls, other studies have shown that people who are even earlier in the 
course of psychosis (before full-blown psychotic symptoms have emerged) do report 
more of these beliefs. This means that the contribution of beliefs about processing
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should be at least considered when formulating how individuals interpret their 
experiences. Early intervention focusing on appropriate coping responses and 
appraisals of symptoms may still be useful in helping to prevent the development of 
rigid maladaptive coping styles guided by faulty meta-cogmtions.
Additionally, the finding that people with early psychosis are more likely to have 
EMSs relating to emotional deprivation is consistent with current findings that people 
with psychosis have experienced higher levels of abuse and neglect during early life 
than other people (Read & Argyle, 1999; Read et al, 2001). This implies that clients 
appraisal of early life experience and core schema relating to these experiences must 
be addressed when assessing people with psychosis.
The lack of significant findings indicating that there are specific EMSs, other than 
emotional deprivation, likely to occur in people with psychosis, does not indicate that 
other EMSs are not worth exploring when working with clients with psychosis. It is 
likely that clients with psychosis will have their own individual maladaptive schema 
which may be contributing to either psychotic symptoms, or the distress associated 
with them. Research into this area is currently scarce, but a number of case studies 
have recently been published, indicating the effectiveness of considering the influence 
of schema when formulating psychotic symptoms (Brabban & Turkington, 2003; 
Moorhead & Turkington, 2001).
Limitations
A significant strength of this study was the selection of participants. For example, use 
of closely matched control subjects in order to control for as many factors as possible 
when comparing the two groups, and strict criteria for the selection of individuals 
with psychosis in terms of duration of illness and current symptomatology. These 
measures helped to ensure that differences in cognition between the groups were 
likely to be attributable to the presence or absence of psychotic symptoms, rather than 
other factors such as culture or level of education. However, there were a number of 
limitations which must be considered in this study.
The study used small numbers of participants, so that many of the non-significant 
findings may be related to inadequate power, particularly the correlational analyses.
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Where possible, results that approached significance have been interpreted, but larger 
studies investi gating the contribution of procedural and declarative beliefs to early 
psychosis are required.
Affective states such as depression and anxiety may impact upon the accessibility of 
specific cognitions (Lobban et al, 2002; Teasdale, Lloyd & Hutton, 1998). Measures 
of depression and anxiety were administered to the psychosis group, but it was not 
possible to obtain sufficient numbers of participants to control for these variables in 
subsequent analyses. However, correlations between scores on the MCQ and YSQ 
and the ratings of mood were earned out and found to be non-significant, indicating 
that mood was not associated with reports of meta-cogmtive beliefs and EMSs in the 
psychosis group. Measures of depression and anxiety were not administered to the 
control group, so it was not possible to control for these mood factors in the primary 
analysis. Future studies comparing individuals with psychosis to other groups on 
meta-cognitive beliefs and schema should include a psychiatric control group, 
comprising individuals with anxiety and/or depression, in order to account for mood 
factors that may affect reports of beliefs.
A limitation that may be unavoidable when investigating people with early psychosis 
is the potential heterogeneity of the group. For example, it is likely that the sample m 
this study included people who would develop a chronic mental illness as well as 
people who would only ever experience one psychotic episode. If the type of 
psychosis experienced is associated with specific psychological factors (such as 
beliefs), variation in type of psychosis may lead to great variation in scores on 
cognitive measures.
The study was designed so that all the participants with early psychosis had 
experienced positive symptoms in the past month. This was in order to reduce 
variation between participants in terms of level of symptoms. However, it may have 
influenced their reports of maladaptive schema and meta-cognitions, particularly if 
they wished to be perceived as well (for example, in order to be discharged from 
hospital). However, if this was the case, it would be expected that this group would 
tend to obtain low scores on all dimensions of the two measures, which was not 
apparent. One participant did obtain minimum scores on each item, but this data was
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excluded from the study. In addition, it was emphasised to participants that this was a 
research project and that the mformation gathered would not affect their treatment in 
any way.
The findings are interpreted in terms of use of participants with early psychosis, 
compared to previous findings using participants with more chronic psychosis. 
However, this study did not take into account the Duration of Untreated Psychosis 
(DUP). The contribution of DUP to psychotic symptomatology is currently a subject 
of much debate in the early psychosis literature, and results are controversial, 
although researchers are beginning to emphasise its importance for clinical practice 
(McGorry et al, 2001 ; Linszen, Dingemans and Lenior, 2001). DUP was not 
controlled for in this study because, firstly, its contribution to symptoms is still 
unclear, and secondly, it is often difficult to ascertain the length of DUP, particularly 
during clients’ first contact with services. Ideally, all studies investigating early 
psychosis should consider the impact of DUP.
SUMMARY
Despite these limitations, this study has been successful in terms of investigating the 
applicability of Morrison’s (2001) model of positive psychotic symptoms to people 
with recent onset psychosis. Little evidence was found to support this model, as the 
results indicate that individuals with early psychosis only differed sigmficantly from 
individuals with no psychiatric diagnosis in terms of cogmtive confidence and early 
maladaptive schema relating emotional deprivation. No significant correlations were 
found between the types of self-knowledge investigated and specific symptoms. The 
lack of significant findings may be the result of inadequate power, or associated with 
methodological issues such as selection of participants.
In conclusion, investigations of the contribution of cogmtive processes to specific 
symptoms of psychosis are essential for the development of specific cogmtive 
interventions for psychosis that are grounded in scientific theory. Consideration must 
be given to sample sizes and appropriately matched control subjects when designing 
studies, and research methods must be used consistently in these investigations. 
Greater numbers of well-designed studies into the specific needs of people with recent 
onset psychosis are required in order to develop interventions tailored to suit them.
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Reference No.
iL^ -^spua. [rLfe
4. Start date
Novftmher 5. End date
6. Funding arrangements (awarded or to be applied for, i
(i) Funding body
July 2003 
applicable)
(ii) Funding awarded
(iii) Organisation administering the grant
7. Ethical Approval
Is ethical approval;
If already obtained, please give .
Ethical Committee approval number and date 
approved
alreadv obtained
No.
Date; November 2002
8. Peer review
If this is an own account project, has it been assessed by an independent reviewer? Yes 
If yes, who has reviewed the project?
9. Service Directorate approval
Has this project been discussed with the relevant Service Directorate Manager? Yes 
If yes, have they agreed to accommodate the project? Yes
If yes, please indicate name of Manager
10. resources
(i) Will the project usf ments?
If yes, are these: mpatients / outpatients?
(ii) Is the project expected to have any cost implications for
Extra / longer outpatient appointments 
Extra / Longer inpatient appointments 
Proceaures that are additional to the standard treatment 
Additional work bv support departments
Involvement of not listed under 11 below.
If yes to any of the above, please detail:
Yes
Inpatients Outpatients
No
Yes
Yes
No
No
No
Patients will be asked to meet with the researcher once for 90 minutes (approx) to complete 
an assessment of current symptoms and 2 questionnaires about thoughts and beliefs.
Reference No.
11. Directorate involvement
Please tick all Directorates involved in this research project:
Directorate Tick those that apply
Borough .
Borough
Borough
>orough
Older Adults
Child & Adolescent
Specialist
12. Researchers involved in the project
Please list a l l s t a f f  to be involved in the project:
Name Staff category* substantive or honorary 
contract?.
CONSULTANT
PSYCHTTRIST
SUBSTANTIVE
DR LOUISE JOHNS CLINICAL
PSYCHOLOGIST
SUBSTANTIVE
13. External Collaborators on this project (outside
Name Institution and Department
KATHERINE WAGSTAFF (TRAINEE 
CLINICAL PSYCHOLOGIST)
UNIVERSITY OF SURREY. CLINICAL 
PSYCHOLOGY DEPT.
14. Signatures
Prinicipal Investigator
R&D approval
(R&D Manager / R&D Director)
Signatiu Date
-3-1 i( L
Signature Date h 01,
Please return completed form to
Reference No.
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Under the Department of Health's Research Governance Framework^ there is a requirement 
that all research involving the NHS (both externally funded and “own account research 
without specifically designated external funding) is notified to and approved by the host 
institution before the project begins. For “own account” research projects, the organisation 
hosting the research is required by the Department of Health to accept the role of sponsor if 
the research is to go ahead. In order to agree to this, i
(as appropriate) needs to be satisfied that the proposed research is of appropriate quality to 
fulfil the requirements of the Research Governance Framework. This includes the need to 
demonstrate that the research has been independently peer-reviewed — this means that 
someone outside the immediate research team assesses the quality of the research.
NB BEFORE YOUR RESEARCH BEGINS OR YOU APPLY FOR FUNDING you
need to complete this form for:
(a) research projects without specific external fimding (“own account research”)
(b) research projects receiving external funding (commercial or non-commercial) and 
administered by - another academic
partner
(c) student projects
1. Principal investigator
Principal investigator.
Position: Consultant Psychiatrist
Contact address: Dept, of Psychological Medicine,
2. Project type
Please tick which of the three above categories this project falls into (more than one may 
apply);
(a) “own account”
(b) externally funded
(c) student
(d) clinical trial
3. Project title:
Investigating the Relationship Between Schema, Meta-cognition and Positive Symptoms 
in Recent Onset Psychosis
http://www.doh. gov.nk/researdi/rd3/nhsrandd/researchgovernaDce.htm
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UNIVERSITY ADVISORY COMMITTEE ON 
ETHICS APPROVAL
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Unis
20 November 2002
Ms Katherine Wagstaff 
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey
University 
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800  
Facsimile
+44(0)1483 683811
Registry
Dear Ms Wagstaff
Investigating the relationship between schema and positive symptoms in recent onset 
psychosis (ACE/2002/93/Psvch) -  FAST TRACK
I am writing to inform you that the University Advisory Committee on Ethics has 
considered the above protocol under its ‘Fast Track’ procedure and has approved it on the 
understanding that the Ethical Guidelines for Teaching and Research are observed. For 
your information, and future reference, these Guidelines can be downloaded from the 
Committee’s website at http://www.surrey.ac.uk/Surrey/ACE/.
This letter of approval relates only to the study specified in your research protocol 
(ACE/2002/93/Psych) - Fast Track The Committee should be notified of any changes to 
the proposal, any adverse reactions and if the study is terminated earlier than expected, 
with reasons.
Date of approval by the Advisory Committee on Ethics: 20 November 2002
Date of expiry of approval by the Advisory Committee on Ethics: 19 November 2007
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University’s Advisory Committee on Ethics
cc: Chairman, ACE
Dr A Moss, Supervisor, Dept of Psychology
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experiences. The “ ‘î
What is th is study about?
If  I decide to fake part, what will I have to do?
w s m m
Do I have to take part?
What is the Benefit of this Study?
However:itmaypro2%fo t^Zw^^^
What ab o u t confidentiality?
All your d e ta ils  will be completely confidential, including th e  information 
from the questionnaires.
How will I  find out about the results of this research?
If you require infonnation about the results o f  this research, please inform  
the researcher, who will arrange for a report to be sent to you .
Thank y o u  for reading this information. I f  you have any questions, please 
ask.
This research project has been considered and approved by  South London 
and M audsely NHS Tiust Local Research Ethics Committee.
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Re: Investigating the relationship between life experiences and schema and
positive symptoms in recent onset psychosis (166/02)
The Chair of the Ethical Committee (Research) has taken action to approve the 
amendment to this study, as requested in your letter of .lO Januarv 200j, from an 
ethical point of view.
Please quote Study No. 166/02 in all future correspondence. 
Yours sincerely,
Research Ethics Coordinator
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M ocaj& s S c i- ie ir iA  Ol<^&STlo^~^^^AtrCe
' y S q -s i
-  -  ■ Developed by Jcffre)'Young, Ph.D.
Name '• Dale
s E S = = = z = = = .
R.\TLNG SCALE:
: K Z ' -  î:;£? ïïiï:r«
slightly m o rttn jc  than untnit 6 = Dtscnocs me p itftcü y
^ J l k ^ r î t o m Î '  ‘ " " " " "  '"Ü , me. or care deeply about et-eoihing
“ ■ general, people have not been there lo give me warmth, holding, and affection.
 For much of my life, I haven't felt that I am special to someone.
“nderstands me. or h  tuned into my true needs
1 -------- 1 have rarely had a strong person to give me sound advice o r direaion when I’m not sure what to do.
 ^ myself clinging to people I'm close to because I’m  afraid the>il leave me.
 ^ ^oed other people so much that I worry about losing them.
 ^ ^ 2 t people I feel close to will leave me or abandon me.
 ^Vhen I feel someone I care for pulling away from me, I get desperate.
 ^  Sometimes I am so worried about people learing me that I drive them awav**î> • ' ' -
 ^ 1 that people will take advantage of me.
"•>’ «“ '^1 !" * '  P r '“ »“  " fa th e r  people, or else they « ill intentionally hurt me.
 is only a matter of time before someone betra}a me.
 1 am quite suspicious of other people's motives.
 Fm usually on the lookout for people’s ulterior motives.
6 .  I don't fit in.
 ^tn fundamentally different from other people.
 I don’t belong; I'm a loner.
 I f^el alienated from other people.
   f always feel on the outside of groups.
«
U ___—  b o  man/woman I desire could love me one he/she saw mv defects.
•irf /  f
2. _ _  Ko one I desire would « n u o  su y  close to me if he/she kftew the ten, me. .
 ^^  tJiworth} of the love, attention, and respect of others.
  ^ l'in not lovable.
'■ I am too unacceptable in vei>- basic ways to reveal myself to other people.
• ------- Almost nothing I do at work (or school) is as good as other people can do.
■--------  ^^  incompetent when it comes to achievement
.  Most other people are more capable than I am in areas of work and achies cmenL
 I'm not as talented as most people are at their work.
   I'm not as intelligent as most people when it comes to work (or school).
 1 do not feel capable of getu'ng by on my own in every day life.
 1 think o f myself as a dependent person, when it comes to everyday functioning.
   I lack common sense.
   Mv judgment cannot be relied upon in evei}'day situations.
 1 d on t feel confident about my ability to solve everyday problems that come up.
 1 can't seem to escape the feeling that something bad is about to happen.
 1 ftel that a disaster (natural, criminal, financial, or medical) could strike at any moment.
— __ I won}' about being attacked.
 1 vvon>* that I’ll lose all m>* monc>' and become destitute.
—  ’ nothing setious has been diagnosed by a phvsician.
_ I  have not been able to separate m yself front my parent(s), the way other people my age seem to.
 My parcni(s) and I-tend to be overinvolved in each other's lives and problems.
^ lU s te r y - d im c u l t f o r  my parent(s)and me to keep intimate detailsfiom  each other, without feeh
—  I often feel as i f  my parem(s) are iiving through m e-I don't have a life o f my own.
_ _ I  often feel that I do not have a separate identity from my parents or partner.
—  I think if 1 do what 1 want. I’m only asking for trouble.
_  I feel that I have no choice but to give in to other peoples' wishes, or else they, will retaliate or reject me in some
—  In relationships. I let the other person have the upper hand.
—  “  1 really don't know what I want for myself.
j p s
I have à lot o f  tr’ouSie demaridthg that my rio ts 'be  respected and that my feelings be taken into account. 
I’m the one who usually ends up taking care of the people I’m close to. - 
1 am a good person because I think o f  others more than o f myself.
I’m so busy doing for the people that I care about that I have little time for myself.
 ^I’ve always been the one who listens to everyone eise’s problems.
Other people see me as doing too much for others and not enough for myself.
1 am too self-conscious to show positive feelings to others (e.g., affection, showing 1 care).
1 find it embarrassing to express my feelings to others.
I find it hard to be warm and spontaneous.
I control myself so much that people think I am unemotional.
People sec me as uptight emotionally.
_ I must be the best at most o f what I do; I can’t accept second best.
I try to do my best; I can’t settle for "good enough."
_ I must meet all my responsibilities.
_ I feel there is constant pressure for me to achieve and get things done.
_ I can’t let myself o ff the hook easily or make excuses for my mistakes.
_ I have a lot o f  trouble accepting "no" for an answer when I want some±tng from other people.
_ I'm special and shouldn't have to accept many of the restrictions placed on other people.
_ I hate to be constrained or kept from doing what I want.
_ I feel that I shouldn’t have to follow the normal rules and conventions other people do.
_ I feel that what I have to offer is o f  greater value than the contributions o f others.
_ I can’t seem to discipline myself to complete routine or boring tasks.
_ I f  I can’t reach a goal, I become easily frustrated and give up.
_ I have a very difficult time sacrificing immediate gratification to achieve a long-range goal.
_ I can’t force myself to do things I don’t enjoy, even when I know it’s for my own good.
1 have rarelv been able to stick to mv resolutions.
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A Study Inv^estigating Thoughts and Beliefs 
CONSENT FORM
Participant’ s  name:
The investigator has explained the aim, length, and details o f  the study to 
me. I have read and understood the Information Sheet about the study.
I understand that the study is purely a research project with, no benefit to
myself
I understand that the study involves completing questionnaires about my 
experiences and beliefs.
I understand that, if I agree, some information may be passed  on to my 
team. Otherwise, all information about myself will be strictly 
confidential.
I understand that I am choosing to take part in this study. I d.o not have to 
take part, and I am free to leave the study at any time w ithout giving a 
reason. This will not affect my treatment in any way.
I freely consent to take part in this study.
Signature of participant: Date:
Signature of witness* :
* I ha^'e witnessed that the participant has received and understood the information.
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PARTICIPANTS
-275-
INFORMATION SHEET
This is a research project. You are invited to take part in the study, if you would 
like to.
Tlie aim of the study is to understand aspects of thouglits and beliefs that may be 
important in people with severe mental illness. We are using standard 
questioimaires to compare nonnal healthy volunteers like yourself with patients 
with psychosis.
You will be asked to complete two questionnaires, rating the strength of your 
agreement with some statements about your thoughts. You will also be asked to 
complete a simple vocabulary test, where you will match some words with some 
pictures. This will take place at a venue suitable for you and will take between 
twenty and thirty minutes.
Any travelling expenses will be reimbursed (if you have a receipt), and you will 
be paid £5 for doing the study.
Taking part in the study is totally of your own choice. If you change your mind, 
you are free to stop the study at any time without giving a reason.
This fonn is to help you to decide whether you wish to take part in the study or 
not. If you have any questions or there is anything you do not understand, please 
ask.
EXCLUSION CRITERIA
;e read the following list of exclusion criteria for tlie study. Please can you 
le kjiow if any of these apply to you. You do not have to tell me which 
:) apply, just if any of them do.
iagnosis of a severe mental illness, such as schizoplirenia, bipolar disorder, 
vere depression
imediate family member with a severe mental illness
ead injury causing a period of unconsciousness greater than 5 minutes or
qiiiring a hospital admission
istory of an organic disorder, such as epilepsy, meningitis 
iagnosis of any type of learning disability, 
gli level of dnig use f
îavy use of alcohol (more than 40 units per week) 
iglish is not your first language
ng drugs (cannabis, speed, LSD, ecstasy, or cocaine) more than 10 times 
onth.
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CONSENT FORM FOR CONTROL 
PARTICIPANTS
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s t u d y in g  t h o u g h t s  a n d  b e l ie f s  in  p s y c h o s is
CONSENT FORM
Participant’s name:
have “  '
1 u n te ,a„d  ,he s,„d, ia pure,, a ,e»a,eh projec. ™,h „„ k .e h ,
«  -  •»»
I understand that all information about myself will be strictly confidential.
Jeave the study at  ^ ^
I freely consent to take part in this study.
S ign atu re  o f  p articipant:
Date:
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